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ABSTRACT
This project focuses on the ongoing scientific paradigm shift in the field of mental
health. It presents historical and current information as well as explores possibilities for the
future in the context of a podcast series. Each episode has a specific theme. A different co-host
participates in the episodes on the history, current circumstances, and future possibilities of
mental health. The nature of the ongoing scientific paradigm shift is such that previously
proposed medically based hypotheses for mental illness have not been supported adequately by
subsequent research. A substantial internal controversy in the field of mental health has
resulted, which remains obscured from the public. Meanwhile, the unsubstantiated medical
hypotheses of the previous paradigm arrive at and persist in the public consciousness. This
podcast series seeks to apply current research, the expertise of co-hosts, and the experiences of
the content creator with the mental health system to engage with the ongoing paradigm shift.
The intent of this podcast series is to illuminate the true nature of the science in the field of
mental health as well as to offer informed suggestions to raise general awareness of the
paradigm shift.
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INTRODUCTION AND PROJECT SUMMARY
This honors project has been completed in accordance with the requirements of
Northeastern Illinois University’s (NEIU) University Honors Program (UHP). I would like to thank
all those who helped to bring this project to fruition. This includes Dr. Ashley Elrod, Dr. Alvin
Farmer, Dr. Denise Cloonan, and Dr. Jon Hageman. It also includes everyone at NEIU’s UHP who
provided indirect assistance. This gratitude extends to my fellow classmates in ZHON 360 who
offered feedback to improve certain preliminary elements of this project. I thank all who
contributed to my final honors thesis project. It certainly has been an amazing opportunity for
growth.
This project takes the form of a 3-episode podcast series. In it, I will guide the audience
through the realities of our modern mental health system, beyond the fictional narratives that
currently permeate our national discourse on mental health. As I identify as a psychiatric
survivor, I will share some of my own experiences with the real mental health system.
As a cautionary note to the audience, much of the content of this podcast is emotionally
intense. I share personal experiences of being physically, psychologically, sexually abused, and
tortured. While I encourage the audience to listen to the series in its entirety, I recognize that
some of the information presented may be so upsetting for some, that it may be best to take
breaks. As you listen to this series, if you feel emotionally discontent, it may be advisable to take
a break, process the information and return at a later time to finish listening. However, I
strongly encourage all audience members to listen to the entire series and read all the related
documents. While some of this information may be intense, it is all real. I assert that it is far
more real than the fictional stories that currently permeate our national social discourse on
mental health.
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The guiding thesis of this project is: Current scientific research demonstrates that the
presumed biological etiology of mental illness is unsubstantiated; the experiences of a survivor
of mental health services, with reference to current research, can be articulated to illuminate
the adverse effects of the promotion of uncorroborated biomedical hypotheses for mental
illness, in both historic and contemporary circumstances.
Episode 1 begins with an introduction to the series and moves into an introduction on
the history of mental health as it is understood in the western world. My first guest, Dr. Oksana
Yakushko guides the audience to see the connections between the failed ideology of eugenics
and the currently popular biochemical imbalance hypothesis of so-called mental illness. She also
helps the audience to understand the ongoing influence of eugenics on our modern mental
health system.
Episode 2 begins with an introduction into the ongoing scientific paradigm shift in the
field of mental health. The reality is that numerous organizations of psychiatric survivors,
professionals and international mental health authorities have condemned the practices of the
old scientific paradigm and embraced a new model of mental health care that ensures the rights
of individuals subject to mental health services. In this episode, Dr. Toby Watson helps us to
understand how the scientific research has consistently contradicted many of the claims that
form the foundation of the dominant narrative on mental health in this country.
Episode 3 begins with an introduction and overview of some possibilities for the future.
This episode captures where the scientific paradigm is headed as more and more people wake
up to the reality of modern mental health treatment. In this episode, Dr. Gail Tasch helps us to
understand some alternatives to standard mental health treatment. All three episodes have
been transcribed and included in this project to expand accessibility.
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This honors thesis project contains a proposed solution that is recommended by the
United Nations to finally put an end to the ongoing abuse of the mentally vulnerable.
Furthermore, I included a special interactive learning component of this project that gave my
faculty reviewers a glimpse of how I was able to survive the most atrocious side of our national
mental health system. With their permission, I have included their responses.
This project is informed by three distinct types of evidence. The first is my own
testimony regarding my life experiences with the modern mental health system. Having been
subjected to involuntary mental health services for nearly two decades, I have an abundance of
informal “expertise” in the form of my own experience. As early as the 1960s, if not earlier in a
more informal manner, research informed by Mad Studies has made clear that first-hand
experience is integral to our understanding of mental health. The second type of evidence is
that of research based on scholarly literature with a focus on the discourses and narratives
which enable abusive practices that permeate mental health culture in the US. Finally, the third
type of evidence is interviews with experts in the field. My three co-hosts have decades of
experience working in the modern mental health system and can offer their recognized
expertise to help understand how fictions operate within the mental health system, the
problems they create, as well as what they obscure.
I also want to use this opportunity to clarify the nature of my critique and toward whom
it is directed. I recognize that many of the assertions that I make in my critique are often
directed solely at the field of psychiatry. I intentionally chose to use terminology that directs the
responsibility for change not merely at psychiatry, but at every discipline within the broad field
of mental health. Thus, you will encounter language that directs my criticisms toward “the
mental health system” instead of “psychiatry.” I have also included more on this choice under
the section “Accepting Responsibility.”
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I would like to point out that most of my experiences come from the inpatient mental
health system. I recognize that the nature of an inpatient facility fosters unseen abuses. Indeed,
I lived through and survived numerous abuses as you will discover in this project. However, it is
important to note that the inpatient system where abuses can abound is not the sole source of
abuse. A solid foundation for abuse is found in the fictions and unsubstantiated scientific
hypotheses presented as fact. It is these fictions which inform treatment in most clinical
settings, whether inpatient or outpatient. It is these fictions which can lead to so much harm.
The extreme problems which I lived through, and which will be described herein
generally occurred within the inpatient system, which retains such an extreme degree of control
over information coming into and leaving the facility that one can easily find themselves “buried
alive” in the narratives generated by the inpatient facility. However, my long journey through
the inpatient mental health system began in outpatient settings where professionals would
unquestioningly promote the very fictions that would go on to threaten my life. My journey
even took me through a weeklong extrajudicial detention when family sought outpatient help
for me and I was detained without any of the due process that is enshrined in the Illinois Mental
Health Code (405 ILCS 5/) for involuntary admissions. This was all prior to the fateful night in
which I began my nearly 20-year journey through hell. Thus, while addressing the problems in
inpatient settings is a big step in the right direction, it is a far cry from meaningful reform of the
mental health system. As fictions and unsubstantiated scientific hypotheses are shed in our
social discourse, the abuses currently present in the mental health system will have little “fuel”
to sustain them. As I see unsubstantiated scientific hypotheses as the “fuel” which supports
human rights abuses, I cannot excuse outpatient services from my critique. However, I do
acknowledge that abuses in our mental health system occur on a spectrum and inpatient
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facilities are on the extreme end of that spectrum. As such, the insights presented in this project
can be applied to inpatient or outpatient settings.
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INTERACTIVE LEARNING COMPONENT
As this is a creative project, I decided to take this in a slightly different direction than
what is probably expected for an honors thesis project. I love the theme of “participatory
learning” that Dr. Elrod has maintained throughout this process. This gives both the student and
instructor unique opportunities for both personal and professional growth. Since my release I
have struggled with how to effectively communicate my lived experience of nearly 20 years in a
terribly broken mental health system to others. When I speak of the torture and human rights
abuses that I endured for nearly 2 decades, I am often met with blank stares as if my audience
does not understand that torture and human rights abuses can and do happen in the United
States, not just autocratic states somewhere else in the world. This is despite the fact that the
United Nations has made even bolder statements than I have, additionally calling for the
repealing of all forced treatment laws.
The idea for this element of my creative project came after I was editing the third
podcast episode. I felt that this was my best performance of all three, so I decided to edit it first.
While I was particularly proud of the content of my conversation with Dr. Gail Tasch, I was
irritated with myself over how many times I used filler words like, “Ummm” and “You know.” I
acknowledge that it can be challenging to maintain total mental composure when one is talking
about their own trauma. I did use a lot of filler words and my intention that day was to edit all of
them out to meet a perceived standard in the honors world of academia. I found this
particularly challenging, especially since not all such edits were “clean.” Oftentimes there was
overlap with other sounds and time was passing quicker than I realized that day. I was immersed
in this process and frustrated as can be. I gave up and realized that I was not going to attain this
perceived standard of academia. That day I spent far more time at the computer editing one
episode than I wanted to. I missed a few hours of time in which I could have been working to
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alleviate my apparently permanent back injury that is a direct result of the torture and human
rights abuses I endured. I engage in a daily practice of yin yoga, which is rather time consuming.
In yin yoga, asanas (poses) are held for 5, 10, 15 minutes or more. This is draining, time
consuming as well as rewarding. It does alleviate my back pain and that day I went to sleep in
more pain than I should have felt.
I woke up the next day thinking that I was going to return to the editing process.
However, before I began, I came up with an even better idea, one that could potentially address
the blank stares to which I have referred. I believe that the blank stares result from the difficulty
in understanding what daily life was really like for me. After all, we live in the “leader of the free
world” where atrocities are not supposed to occur, at least this is the dominant narrative in our
culture. Furthermore, “medical science” is not supposed to engage in barbaric actions because it
is informed by science. I realized that I needed something unique to communicate my message
to others.
Building on the idea of participatory learning, I realized that if I could help academia to
“feel” how I survived, then maybe I could do something special. I already have experience with
using my creativity to assist an audience to feel what life was like for me while I was detained. I
currently have an agreement with the website madinamerica.com to write monthly essays on
my experiences while detained for nearly 20 years. In these essays, I found that the ideal literary
device is to depict my experiences in the context of warfare. This is intended to give the
audience a realistic feel of my experiences instead of merely describing them. My goal with this
aspect of the project is to do the same.
I was detained and abused for so long not because I was not well. For nearly a decade,
there was general agreement among staff that I did meet the statutory criteria for release.
However, despite this there was little effort to take me to court to convince the judge to grant
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my release. In fact, there was even plenty of resistance to this idea despite the general
acknowledgement that I did not meet the legal criteria for ongoing detention. I was essentially
left to die in that place, and I recognized it. I was a “dead man walking.” How strange that
someone who was simultaneously acknowledged to meet the legal criteria for release could be
left to rot in a torture chamber! This happened primarily because I refused to take the brain
damaging therapeutics1 (BDTs) also known as “psychiatric drugs.” The problem that everyone
realized was that I contradicted the official story of so-called mental illness. This fiction is that
so-called mental illness is a brain disease, and that BDTs fix this biological pathology. It should be
clear from this project that this is nothing more than a fiction. However, the staff who
controlled my life knew that the public had come to believe so deeply this fiction that even if the
“experts” would try to make an exception for me, most judges and lawyers would not believe
them, and the petition would be dismissed. This was the mentality of the most helpful staff, a
sort of passive acceptance of my fate. Essentially, I was buried alive by this fiction. However,
there were also some narrow-minded staff who saw me as a threat to that fiction if they were to
acknowledge how well I had progressed. This incentivized some staff to attempt to sabotage my
chances at freedom. This even included perjury and the intentional falsification of court
documents. (See Gunderson v. Corcoran, et al. 21-cv-04891). This was a “boy who cried wolf”
scenario: The fiction was so pervasive that even a handful of “experts” could not secure my
freedom when it was warranted. Is it not inevitable that real people will contradict fictional
stories? I lived that inevitability.
The odds were stacked against me to say the least. Over the course of nearly two
decades, I studied how power functioned in that environment. The lessons that I learned

1

Brain damaging therapeutics was an original term used to describe, among others, the class of drugs
which we now call “antipsychotic drugs.”
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allowed me to develop a type of nonviolent resistance which emphasizes information in the
struggle. I have come to call this “Hegemonic Conflict.” A significant element of informationbased conflict is that of disinformation. This differs from misinformation in that disinformation is
intentionally false information generated by someone for the purpose of controlling their
opponent. I recognized that most staff were promoting medical disinformation to the inmates. I
also recognized that this resulted in the torture and human rights abuses which the United
Nations has highlighted. This medical disinformation took the form of various version of the
“convenient fiction” that asserts that so-called mental illness is a biological pathology and that
the treatments correct this yet-to-be-discovered pathology. Born of my own animalistic survival
instinct, I realized that I could use this medical disinformation to my advantage. I realized that
since disinformation is a known falsehood, if I could effectively confront it, then I might have a
chance at survival. State employees are notorious for always taking the “path of least
resistance.” As such, I was a “dead man walking” until I could make it more trouble than it was
worth to keep me. My life was and is more valuable than professionals preserving their
convenient fiction.
I recognized that since disinformation was a lie, one could confront it and usually leave
the interaction with some sort of favorable agreement. This was not as simple as going up to a
single staff and demanding evidence of a chemical imbalance. This was a far more complex
project of survival in the face of death. I had to gain smaller agreements from different staff in
various circumstances and piece these together to create a common narrative that I should be
released and that it was more trouble than it was worth to let me die there.
I developed a name for myself as being “challenging” or “confrontational.” I consider
those badges of honor as I am here today to create this academic project because I earned my
freedom with those badges of honor. Disinformation is easily dispelled by the truth. However, it
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is not always just factual statements that can dispel disinformation, especially medical
disinformation. This is because medical disinformation has the support of powerful social
institutions. It is this power that had deceived the public to such a great degree that it was a
long shot to even attempt to convince a judge to release me. Therefore, I did not just have to
present truthful information to dispel the medical disinformation, but I also had to develop the
proper “presentation” of the truth. I had to be challenging and confrontational. I had to make
my captors a little uncomfortable so that I became worthwhile for them to attempt to
contradict the fiction in a court of law.
With this background in place, I now invite you to participate actively in this creative
project. The tradition in academia would be for me to submit my project to the faculty reviewer.
In turn, they would review it and offer suggestions for improvement. I would then dutifully
review the suggestions and make them unless there was some sort of significant difference of
opinion. This is so my project can look just like other honors projects. However, this is not just
like other honors projects. This project did not begin in Fall of 2021 in ZHON 360. Rather it
began almost 20 years ago before the events that led to my adjudication as Not Guilty by
Reason of Insanity (NGRI). My goal with this project is not to look just like everyone else. Indeed,
I would consider that a personal failure, no matter what grade is issued. My goal is to
communicate my message clearly. Keep this in mind, as you review this project.
In my introduction to the podcast series, I ask the audience why is more needed than
my simple message. If more is needed, then what more is needed. As you are not just a
reviewer, but also an audience member, I ask you the same question.
As you review this project, ask yourself if more is truly needed to communicate this
message. If more is needed, then this would take the form of suggested edits. However, I am
going to ask you for the sake of this “participatory art” project that if you decide to provide the
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“what” in the form of suggested edits, that you also provide some sort of why. Why do I need to
provide more to make my message clearer? Perhaps it is slightly imperfect, but if my creative
project effectively conveys the message, then please leave it be. Is my message not abundantly
clear already? As this is art, I want to assure you that there is no wrong answer for the why. I
recognize that this is slightly confrontational, and it is intended to be. It is the same thing that I
would have done to a staff to survive. Perhaps you feel challenged, perhaps you do not
appreciate my message. If this is the case, I encourage you to provide any what and why that
you see fit and I will accept them.
I also want to make clear that as a part of this creative project there is no wrong answer.
I recognize that this is an emotionally powerful project. You may feel personally compelled to
respond in some way that may be outside of the tradition of academia. For the purpose of
expanding the scope of possible responses to this interactive learning component, I would like
to offer you suggestions of other atypical responses that could be included in the appendix of
the final version. Instead of suggested edits, you could include a general written commentary on
how you were affected by my project; visual or poetic art that captures how this project made
you feel; nominations for internal or external recognition (or condemnation!). The limit is your
imagination. You can help to make this an even better creative project with your meaningful
contribution.
When I was detained, my strategies required me to take staff out of their
“programming;” that is, their ingrained workplace responses. I could not survive if I was treated
“just like other inmates.” I had to be challenging and confrontational to get them to stop
thinking and behaving in accordance with “their training” but rather as the real and
compassionate human beings that they are. This interactive learning component invites you to
experience this.
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For added effect, I encourage you to imagine that you are a very egotistical professor
who does not allow students to challenge them. In addition, imagine that you have such clout at
the university that you could respond to this student however you wanted, short of criminal
acts, and you would be able to get away with it. This is the kind of opponent that I had to face
on a daily basis. I am here to bring this project to fruition because I effectively applied the
lessons I learned about information-based conflict.
This is an opportunity for all parties to grow. You can grow by gaining a realistic feel for
what my daily life was like for decades. You may decide to provide suggested edits and a why;
some other response; or nothing at all. If you do provide suggested edits, I can grow from the
humble recognition that you know the power structures of academia far better than me. You
may see something that I do not, and I make myself available to implementing any suggested
edits because of this. My goal is to clearly communicate my message. I believe that it is
abundantly clear, but I acknowledge that it may not be abundantly clear to everyone in
academia. This humility too is part of the “real feel” of my daily life. The reality is that I was
confined to a locked unit. I did not have access to the staff power structures throughout the
facility and state of Illinois. I had to be able to recognize when I was being given sound advice
and when I was being misled.
In order to demonstrate to my audience that this really happened on a regular basis for
years, I have included two artifacts that show how I would challenge the conscience of staff to
attempt to wake them up to the fact that I was buried alive by a fiction. The first is a photo of
me on the front page of the Chicago Tribune. In 2009, I had access to a computer, scanner, and
printer. I saw the front-page headline of a story about homeless people who were living in
storage units. I removed the original photo and replaced it with a picture of me. I then posted
this on the door of my cell so that all staff and inmates could see it. The caption under my photo
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reads, “Living in a Storage Unit.” This was intended to remind staff there that this was not a
“hospital” but rather a warehouse for the socially unwanted which was justified by a fiction.
The second artifact is a photo of a shirt that I had my family make for me. It has a simple
drawing of the Buddha in meditation with the caption, “Concentration Camp.” This was
intended to be a play on words. Staff knew I meditated daily, so I was regularly “concentrating”
my mind. However, it also clearly made reference to ideological detention centers throughout
history. In both of these instances, I would gain favor from some staff who were more in touch
with their own conscience. However, I would also invite serious forms of retaliation by those
staff who did not want to listen to their conscience. I would have to defend against the
retaliation, so there was a clear risk in my strategy.
Thank you for your participation in my creative project. This letter will be included in my
project and with permission, I have included any responses from faculty reviewers. Thank you
for participating in this part of my creative project. I believe that it will be far better with your
direct and active participation through this unique review process.
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Figure 1: Living in a Storage Unit Photo
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Figure 2: Concentration Camp Shirt
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EPISODE 1 LINK AND TRANSCRIPT
Episode 1 The Ugly History of Modern Mental Health:
https://drive.google.com/file/d/1e2LpmfO9dRZ80apeY7HaEcr4GX7TG5cm/view?usp=sharing

Sean Gunderson:

Hello, my name is Sean Gunderson and this podcast series has been
undertaken as my final honors thesis project at Northeastern Illinois
University. I would like to start by dedicating this podcast series to a
personal friend and former student at NEIU Philip Noffz, who was killed
by his brother in the summer of 2020. I had struggled with his death in
my mind in the months following the tragedy, I wished that I had talked
more openly about my own experiences with so called mental illness. I
believed that if I had done so I may have been ideally suited to provide
support and appropriate advice to my friend at the time, so that he may
still live today. However, such openness was simply not possible at the
time due to the fact that I was still receiving court ordered mental
health services. I was not subject to the limitations the court imposed
upon me, but also I was confined to an ideology through which to
interpret and express my lived experience with some of the same states
of consciousness that Philip's brother may have been in leading up to
the night of Philip's death.

I knew how to avoid such a tragedy as I'd been through it myself. Yet,
my society saw more value in me giving lip service to an ideology that
the United Nations as determined in official reports as extremely
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harmful and results in all sorts of human rights abuses, including
torture.

This ideology will be referred to as the biomedical model or simply the
medical model. It asserts that the state eight of consciousness that we
refer to as mental illness are the result of a yet to be discovered
biological pathology.

This ideology is promoted across various platforms, including our very
own national health authorities. However, it only takes, but a slightly
deeper glance at this ideology and the system of healthcare set up
around it to discover how baseless and unscientific this ideology really
is.

In this podcast series, the audience will be guided to scratch the surface
of the real mental health system and learn about the ongoing scientific
paradigm shift within the field itself.

The audience will see how little professional consensus truly exists for
many of the fundamental tenants of this ideology. I hope that the
audience will be able to take away that while the medical model may be
a useful belief system for some, it is yet to rise to the level of scientific
certainty that would make it any more valuable to humanity than the
belief that Jesus was the Messiah, that Mohamed was the prophet of
Allah, or that the Buddha gained enlightenment after renouncing his
princely life.
17

While few of us would contend that these religious beliefs are
inherently bad, generally, we could find agreement that they are all
belief systems and not scientific facts. I have completed this project as
both an academic requirement and a labor of love. I have survived
nearly two decades of confinement at the hands of the mental health
system, ostensibly intended to treat me. However I was keenly aware of
what going on while it was happening, and I am also articulate enough
to be able to effectively communicate this to a wider audience. As such,
I feel a certain responsibility to my society to offer my experiences in
hopes that tragedies like my own and that of Phil Noffz never happen
again.

These are the tragedies of medical model mental healthcare that get
drawn out in the broader societal acquiescence to the health authorities
who continue to promote belief as fact.

This project is not merely a contribution to academia, but also to the
domains of both student activism and mad activism, both of which have
rich histories of individuals like me speaking out against harmful, but
accepted practices. The history of mad activism has shown us that the
information contained in this podcast is not unique to me. However, I
offer my own unique perspective on an institution which has brought so
much harm to others who have been classified with various versions of
the label of so-called mental illness.
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For this project. I have been asked to take a full academic year out of
my life at 37 years old, after almost 20 years of torture to expound on a
topic which can be summed up in just a few minutes. Yet I could not
have submitted an audio clip of less than 10 minutes and passed the
standards of academia. Instead, I had to complete at least one full
podcast episode backed up with rigorous research so that I could
express my simple and obvious perspective in the language of
academia. Furthermore, I do this within a context of mad activism being
consistently overlooked by academia. I question why after decades and
perhaps centuries of mad activists speaking out against the harmful
standard of care in this country, that my project is still relevant. Why
hasn't academia listened to these activists before?

I offer this podcast series, as my contribution to the life saving mad
activism that has preceded me. Yet despite the substantial work that I
have been required to do to complete this project, I have nothing but
gratitude for this opportunity.

I survived hell and every day of my life from that point forth is a blessing
without question, this has not just been an academic year that I could
have been doing better things with, indeed, I would rather be no place
else than learning how to translate my simple message to a far wider
audience. One that is under the influence of misleading health
authorities. So this has been not just an academic year of time, but also
of personal growth. I can now take my message and communicate to
19

nearly anyone, but what is that message which can be so succinctly
communicated, that message needs only three perspectives. And one of
those is yours, my audience.

The first perspective is that of the United Nations, who in 2018
produced an official report discussing human rights in the field of
mental health. An interdisciplinary consensus of international health
authorities was reached.

That consensus is summed up as follows. What we would refer to as the
standard of care for mental health here in the United States is actually
filled with human rights abuses and outright torture. These human
rights abuses are so egregious as to warrant a call of the United Nations,
that national governments repeal all forms of legally forced treatment,
such as what I experienced. This call also extends to reframing this
standard of care as the torture and human rights abuse that it is.

Finally, the United Nations identified that the foundation of these rights
abuses is the biomedical model.

In my podcast series, I will use the language of academia to show how
this model is already on its way out as part of the old scientific
paradigm. Next will be your perspective, my audience, I asked that for
the sake of giving yourself a more objective perspective, that you only
apply it to the history of mental health treatment, especially our own
United States society.
20

In doing this, you can separate yourself from the narratives that justify
the current methods of torture and human rights abuses and see from
our modern perspective, how atrocious the mental health system of the
past had been. I asked you to consider the following examples, shoving
an ice pick into someone's eye to scrape out parts of brain.

Forcing someone to ingest so much insulin that they fall into a coma and
their brain cells die.

Injecting someone with a chemical to induce seizures, so violent that
the victim breaks bones or dies in the procedure.

Attaching electrodes to someone and shocking them until they enter
into the same type of violent seizure.

I am quite confident that my audience would agree from our modern
standpoint that these are forms of torture. We may associate torturous
medical practices with the distant past. However, these examples were
considered part of the standard of care as recently as the mid 20th
century, and some even continue to this day.

Finally, I take you to the last perspective that must be considered my
own. I was confined, tortured and abused for almost 20 years, which
amounted to my entire adulthood from about age 18 until 37. I tell you
with the utmost confidence that the UN is merely confirming that the
historical trend of trying to frame torture as treatment has not ended,
but continues to this day.
21

The United Nations has not adopted some fringe position, rather the
World Health Organization has produced similar official reports.
Moreover significant parts of the professional community within the
broad field of mental health have made similar assertions, both
informally and in peer reviewed journals.

The assertions of both individual professionals and organizations
underscore what mad activists have been saying for decades, if not
centuries, they all have merely acknowledged that the medical based
power imbalance and resulting human rights abuses throughout history
continue to this day.

This raises the question, why does the general public accept torture as
legitimate medical practice? I continue to struggle with why after
decades of mad activism, born of personal experiences of torture and
human rights abuse, and official statements from organizations like the
United Nations and the World Health Organization, that much practices
were applied to me.

Why is more needed? And if more is needed, then what does that look
like?

Despite my struggle to grasp this, I must confront the reality that these
harmful practices persist. Therefore, I offer you an entire academic year
of my life to learn how to explain it in your life language. I have learned
the importance of scholarly articles, correct citations, as well as the
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subtle power structures present in academia, such that now I am fully
capable of taking this simple message and making it appropriately more
complicated.

While I may do this as a labor of love, I caution to not expect those who
have been tortured to continue to do this for you. Victims of torture
should not have to learn the language of the dominant social class to be
able to get them to understand such a simple message, but I have been
coerced to. And strangely enough for that, I am grateful.

Indeed, the underlying human experience and torture will always be
present. One who truly feels they were tortured, does not need their
society to confirm it. Instead it haunts them every day, like a specter,
never allowing life to be fully lived until the torture has been overcome.

I conclude this introduction to the series with a quote from activist, Mel
Bags, "Thinking of people like me is only taking seriously if we learn your
language, it is only when I talk type something in your language that you
refer to me as having communication. I find it very interesting by the
way that failure to learn your language is seen as a deficit, but failure to
learn my language is seen as so natural that people like me are officially
described as mysterious and puzzling rather than anyone admitting that
it is themselves who are confused."

In this first episode, we will discover the horrors that can happen when
a valid scientific hypothesis is put to the test and shown to be
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unfounded yet social power structures, including academia, cling to it
and treat the failed hypothesis as scientific fact.

However, before I introduce my first co-host in this series, allow me to
provide some appropriate historical context so that we can better
understand how the failed ideology of eugenics that my co-host will
guide us through was not only so destructive, but also intimately related
to the biomedical model and promoted by mainstream mental health
authorities of that time period.

This brief overview discusses the evidence concerning the history of
mental health, especially as it is understood in the Western world. The
history of mental health is filled with somatic or bodily treatments that
would be considered extreme by today's standards. These treatments
were born of a scientific interpretation of so-called mental illness that
departed from previous religious explanations, specifically Western
philosophical attitudes of the enlightenment era informed this new
interpretation, which saw that the mind or soul could not become
diseased. Therefore, the causes for mental illness were understood as
arising from bodily lesions within the brain.

However, clear success in using somatic treatments was elusive.
Additionally governments passed laws in the enlightenment era that
substantially increased the number of asylums, as well as the presence
of medical professionals in those asylums. This increased close contact
with inmates in the asylum gave service provider new insights into the
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so-called mentally ill. With more direct contact with the so-called
mental ill and the grim reality of the limited efficacy of somatic
treatments, new attitudes arose, specifically a new type of treatment
that emphasized kind compassionate care to the so-called mental ill
instead of harsh somatic treatments came to fruition.

This was called moral management treatment, and the Quakers were at
the forefront of the application of this type of treatment. Essentially
moral management treatment was intended to give the so-called
mental ill, a safe place where they could reconnect with the sanity that
was presumed to still reside within their minds. However, as the
ideologies of moral management treatment did not know necessarily
include medicalized explanations, there was a fork in the road. On one
hand, somatic treatments carried out by physicians were based on
medicalized interpretations of so-called mental illness. On the other
hand, moral management treatment realized substantial success, but
did not require a medicalized interpretation.

This apparent fork in the road between somatic and moral social
approaches was bridged by the emerging field of psychiatry, which
incorporated aspects of both as a medical specialty. However, moral
management and its successes, gradually waned as psychiatrists
became more focused on developing ideologies and treatments that
pres a biological pathology giving rise to so-called mental illness.
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Unfortunately, many of the treatments that psychiatry has historically
endorsed damaged the human organism in various ways. These include,
but are not limited to burning the skin with caustic agents, restraining
individuals in a chair for months on end, killing large amounts of brain
cells with insulin induced comas, removing parts of the brain by
inserting ice picks through bones near the eye, intentionally inducing
terror as a so called therapeutic agent and the administration of
chemical substances, which adversely affects brain functioning.

As these treatments have been informed by medical ideologies, some of
them continue to this day. The modern day explanations for mental
illness can be traced back to Circa 1950 with the introduction of
chemical agents that acted on various neurotransmitters in the brain.

Different research had coalesced at this time to suggest that so-called
mental illness may be caused by a pathology related to
neurotransmitter function while initially a legitimate scientific
hypothesis, subsequent research has failed to validate any
neurochemical based hypothesis to explain so-called mental illness.

The lack of scientific validity did not stop the various biochemical
imbalance hypotheses from proliferating. Within scientific research,
they were used as a heuristic guide. That is a guide that was known to
not be entirely accurate, but that could nevertheless guide subsequent
research by giving researchers a general idea of what to look for.
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Clinically, they were used as a simple and convenient narrative, albeit
unsubstantiated, that almost anyone could understand.

The proliferation of biomedical explanations for so-called illness has
been pervasive. This spread has been facilitated by an accurate
reporting in the media, direct to consumer advertising and even
disinformation given to patients in the clinical setting among others.

The methodology for arriving at diagnostic categories facilitates the
inclusion of a variety of inaccurate explanations for so-called mental
illness. In the field of psychiatry diagnoses are not discovered through a
scientific investigation into biological pathologies, rather they are
created through a voting system within the American psychiatric
association.

Such a system has few, if any, checks to ensure the scientific validity of
diagnostic categories, thus conjecture can abound.

In summary psychiatry, bested purveyors of moral management to take
control of the care of the so-called mentally ill. Over time, biological
hypotheses were advanced to both explain mental illness and justify
medical professionals roles in the care and custody of the so-called
mental ill. Scientific investigation has yet to substantiate various
biomedical hypotheses of so-called mental illness.

The most salient example, being the biochemical and balanced
hypothesis. The diagnostic system put forth by the American psychiatric
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association falls short on both its scientific validity and reliability as the
creation of diagnostic categories is the result of consensus in voting, not
discoveries resulting from identifiable biological pathologies. Now that
you, my audience have been adequately briefed on the history of
mental health treatment in the Western world, I now introduced my
first co-host Dr. Oksana Yakushko who will guide us through the process
by which academia and other major social institutions came to embrace
an ideology that ultimately manifested as genocide in its most extreme
form.

As you listen to this information, remember that from our historical
vantage point, we can see how eugenics played out in history with its
unholy ending in the Holocaust. However, never forget that we cannot
see how the biomedical model will look when taken to its own most
extreme form. As we simply do not have the historical vantage point to
do this.

And now I welcome Dr. Oksana Yakushko to the podcast today. Dr.
Yakushko, can you please introduce yourself, share your experience,
your credentials, things like that with us.

Dr. Oksana Yaku...:

Hello, everybody. I am currently a professor of clinical psychology in a
doctoral program at Pacifica Graduate Institute in Carpinteria,
California. I also am a clinician in Santa Barbara, California.
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My background is training in doctoral psychology in numerous
universities. And my interest area in scholarship began with writing
immigration, and trafficking, and moved towards interest in eugenics
and its influence in past and present day field of psychology and society.

So I am also active member of numerous societies. One of them is
Division 39 Psychoanalysis of American Psychological Association, and
I'm a fellow of APA as well.

Sean Gunderson:

And the APA you're talking about is the American Psychological
Association, correct?

Dr. Oksana Yaku...:

Right. I am a psychologist. It's American Psychological Association.

Sean Gunderson:

Okay, thank you. And can you please explain for us, what is eugenics?

Dr. Oksana Yaku...:

Eugenics began as ostensibly scientific movement created a kind of
developed by scientists specifically, Sir Francis Galton in UK and his
colleagues taking up idea of Darwinian form of evolution and Darwin so
both for animals, but especially for humans of defining who are fittest
and that the fittest evolve the best and the fitness is measured through
genetics or biology. It's not very much influenced by other factors. And
in Galton's view, it was important to identify human beings who the
fittest were, who were unfit in order to encourage you speed up the
evolution. So it became a movement at the very end of 19th century
and became very prominent and dominant during the early 20th
century and was, was very central in development and many disciplines,
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including psychology, but also psychiatry statistics. Demography was
very central to history.

And then of course it's application became naturally kind of developed
towards really problematic areas, such as what we know as Nazi
eugenics and the Holocaust. And so the revelations out these kind of
misuses for a while, at least, made eugenics a lot less appealing to both
scientists and society. Nevertheless, it continued and continues in their
prominent scientists who still openly support eugenics. That's various
kind of new iterations.

Sean Gunderson:

Well, yeah, that's definitely a lot. So let's start unpacking this. So most
people are probably aware of the link between the Holocaust and
eugenics, but what you're saying is that that was just a part of a broader
paradigm that was in place in those time periods in the late 18 or 19th
century, excuse me, and the early to mid 20th century.

And so most of us know about the Holocaust, but my question is how
did eugenics start? I mean, we have from our historical vantage point
today in 2022 we can see that the science it never really was there, but
apparently there was enough of enough data that appeared scientific to
convince a lot of people that eugenics was legitimate. So how did
eugenics begin?

Dr. Oksana Yaku...:

Excellent questions, Sir Francis Galton and a lot of his colleagues, one of
them was famed scientists who became known as a founder of field of
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statistics, Carl Pearson. So one of the ways they proceeded was with
question, if there is evolution, indeed, and certain groups of people are
more fit than others, how can that be assessed and measured? And so
I'm on the earliest books that Galton produced were books that for
example, one of them was called hereditary genius. So once again, once
inherits through kind of genetics through family lines, what he called
genius and whom he compared was graduates of Cambridge University,
Oxford University, he called them great men of history and he
compared them to others. So often it was four people of London. For
example, a lot of such studies were then conducted between people
say, living in poverty and then people living who were upper class,
British wealthy people.

And so Galton openly discusses that he is interested in developing these
kind of classifications that can help determine about who is ostensibly a
good fit, smart, self-controlled kind of human being and who isn't.
Among other strategies Galton unemployed is that he said that he
traveled worldwide and he could determine the kind of superiority and
inferiority of certain groups of people based on racial characteristics. So
then he came back from his many travels, wrote many of his books
where he summarized what in his view, once again were the superior
advanced evolutionary developed human beings, which were upper
class, typically wealthy British men and who were not. And so these
became kind of initial categories and his idea were twofold. One was to
support the evolution, one needed negative eugenics. So that led to
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Holocaust, but among those strategies was kind of prevention of
procreation, so passing on bad hereditary to next generation.

So you do that, he argued through stopping certain groups and people
from having children, so procreating. Segregating them because once
again, if they're around, they could procreate, but they also have
lifestyle diseases, for example, to them tuberculosis, epilepsy, even
alcoholism were contagious. And so if you segregate people away from
fit people, so that was another strategy. So that too is of course part of
the Holocaust and the ghettos and so forth.

But another thing was to not treat people. So people who are ill. To not
offer them treatment so they die off naturally. So believing that kind of
nature takes care of unfit people, and the fittest will survive. They're
resilient, they're healthy and therefore they don't need treatments,
they survive. And then of course, in some areas, they argued that some
people should be killed off because they were dangerous by evolution.

On the other hand, there's this positive eugenics. And he said, if you are
born a genius, you still need to be taught how to read and write, but
especially how to behave. And so you had to be paragon of mental
health, paragon of sexual self control, paragon of emotional self control,
and so he had a whole strategy for how to say, take people who were
ostensibly the superior fit, evolutionary paragons of goodness, and how
to make them be smarter, fitter, better, and very much emotionally and
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sexually self-controlled and to make him have children. So that was his
strategy.

Sean Gunderson:

Okay. So positive eugenics is encouraging the people that eugenesists
believe should breed, encouraging those people to breed and negative
eugenics was preventing the unfit from breeding, is that correct?

Dr. Oksana Yaku...:

It's more or less the general breeding or having children. Yes. But then
at the same time, it's also giving them a chance to have people who are
superior having them successful life, for example, because they
contribute to sciences and arts and life. So giving them a chance to have
a good life and then other people just really minimizing their chances of
spreading the diseases. So not just having children, but also making sure
that they don't damage the good life of fit people. So there was kind of
discussions of both, but breeding, that kind of discussions of breeding
control of procreation is of course the main strategy to stop bad
evolution to create good evolution and so forth.

Sean Gunderson:

Yes. Without extensive background in studying eugenics, I was under
the impression that it was really about breeding, but what you're saying
is that yes, it was, but it was about much more. It was about, it sounds
like controlling all of these aspects of someone's life. I mean the wealthy
people, the high stock, if you will, of human beings, they weren't just
encouraged to breed, but maybe they were given other opportunities to
have a good life. Maybe they were given a college scholarship, for
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example, is that a correct understanding? They were given all these
extra little perks to sort of push them along?

Dr. Oksana Yaku...:

Just to restart that, absolutely they were. And in fact, one of the
definition of eugenics by Galton is to give a leg up to superior people.
And that was through many means. So in some ways in terms of here in
the United States development of even college entrance exams, such as
SAT, they were openly discussed as a way of trying to create a pathway
for superior people to enter elite colleges and how to stop those who
shouldn't get into elite colleges because even if they could be educated,
there are other forms of inferior morality behavior down the line could
be dangerous and so forth.

So that was these kind of access to medical care, access to all kinds of
other form of what we consider human rights. To them, they were
discussed in terms of that access to certain benefits by people who
were unfit creates problems for society. And they were called parasites.
They misuse resources so forth, so that's their language.

Sean Gunderson:

Yeah. And all of this is or much of this excuse is new to me. And
especially as somebody who has been through the mental health
system has had a diagnosis imposed upon him, a lot of this is very
eyeopening. And it sounds to me that eugenics is still very much active
in our modern society. It has taken a different form it sounds, it sounds
as if there is far less emphasis in the manifestations of eugenics in
today's society, far less emphasis on procreation, either encouraging it,
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or trying to stop it and far more emphasis on these these perks, if you
will. Trying to get people who are seen as fit to have quality lives,
whereas people who are seen as unfit trying to give them low quality
lives, maybe crossing your fingers, hoping that they don't breed. Is this a
correct understanding of good conceptual model to try and be able to
spot the manifestations of eugenics in today's society?

Dr. Oksana Yaku...:

Yes. And I think that there's ways to see the traces from those early
eugenic rhetoric and kind of developments to today. But one of the few
things in my view, there are sometimes very open eugenesis discussions
that will in fact talk about who has and should have right to have
children or not, who is encouraged, who isn't. So there's some
discussion still there.

Some of the scholars in terms of contemporary eugenesis discuss the
fact that it's more discussion of genetic sequencing. For example,
discussions of saying a learning disabilities or physical or mental
disabilities, are they genetic disorders and is the fantasy to take children
and stop child, for example, prenatally from surviving as fetuses, if they
are sequenced to have some kind of disorder. So the language, then it's
some of the scholars call it velvet eugenics because it moves into
language of genes and sequencing genes, but nevertheless, the end
result is once again to say, not just we don't like these disorders from
existing, but the messages that people who have these conditions
should not be permitted to live.
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And so that's how far do we go? So people in the study of eugenics
really stress that's a direction sometimes to claim that any kind of
neurodiversity, any kind of diversity of being among human beings need
to be sequenced, controlled, and that we have this fantasy once again,
of cleaning up these kind of getting rid of that's how they talk, getting
rid disorders, but it is actually getting rid of people who have these
disorders while giving message to people they shouldn't exist, that
these are bad things to have and be right.

Sean Gunderson:

Yeah. And I'm unclear if you're familiar with my history, I was detained
in a psychiatric facility for almost 20 years. And there, it was a very
emotionally intense experience and I walked away, well, number one, I
walked away alive. I survived the situation, even though I probably
shouldn't have. Number two, I walked away with physical,
psychological, and even sexual damage.

So a lot of what you're saying, it resonates deeply within me. And I have
a question, you had touched on this before about part of the aim of the
eugenics movement, whether historically or contemporary is to identify
the qualities of fitness and unfitness and to categorize them or classify
them. How was that done historically and how is it done today? If
there's a difference.

Dr. Oksana Yaku...:

They're definitely parallels. So historically even Galton begins and at
first he looks around and their big push is to say, what is fitness based
on what they believe are superior people? To them, it's forms of
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intelligence, particular forms of intelligence. So that's where IQ testing
takes off. But in addition to that, they talk about things like personality,
will, character, their big push is that what is called moral hygiene or
sexual hygiene movements.

And so they begin to classify, identify people. They use terms such as for
intelligence is morons, idiots and so forth, but also for people with
mental disabilities, they don't like, they use terms like such as insanity.
One of categories, for example, in eugenic books, they warned about
was daydreaming. And they felt like people who weren't just continually
focused, optimistic and who were called daydreamers. So they could
turn into psychologically problematic people. And so they have these
different forms of categorizing, for them for example being poor. And
they would call like paupers, people in poverty that I was a mental
illness. People who chose to migrate, they even called it migrainous
disorder and so forth.

Sean Gunderson:

Let me interrupt for a second. So you're telling me that being poor was
conceived of as a mental disorder, at some point in our history. Just
being poor.

Dr. Oksana Yaku...:

Well, they considered poverty as a sign of heredity lack of fitness that is
based on, and they would put kind of these categories. So they would
say being a pauper or poor is a category you could measure and say if
you were born genius, you wouldn't be poor, they said. So it's kind of
like, if you were born a genius, you wouldn't have this disorder and so
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forth. So that to them, it became the kind of forms of categorizations
that they, there's racial categories they used, there was all kinds of
other, but mental categories were common for them too. Right.

And the other piece that they used, which we can trace to
contemporary abuses of human beings in terms of mental health
practices, is that they also said, well, if we are also animals and animals
are also us, we can use experimental animals and we more or less
torture them in cages, we experiment on them with drugs and
behavioral controls and we create kind of forms of care we think can be
applied to human beings. And so that's one direction that they go to.
They certainly take people in hospitals and biological psychiatry and
psychology. There's a lot of experimentation with drugs. They had no
idea how they work, like say high doses of malaria drugs. And then they
would say, oh, see someone who is insane seems like stops from having
these outbursts of anger, if you like. Pump them with huge amounts of
malaria drugs, therefore that something impacts their potential.

So there's a lot of history in terms of eugenics of using people they
believed unfit for experiments not to treat, but to kind of study
different impact and ways.

And sometimes it is about control because they didn't have what they
call insane asylums and so forth, they needed to find spaces to control
people they found problematic socially. But one of the things they really
try to also one of the phrases in one of key eugenic books is to say, if
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these people could kill themselves off, if they would not be living, if we
let them be 20, 30 years, their death is a eugenic gain. Is an evolutionary
gain. So that's one of their main thing is that there's this kind of lack of
care, but to them one of the comparisons they would make, they would
say it's like being a cancer doctor. There's a cancer. And these human
beings are cancer in society. They're parasites, they're problematic. So a
doctor doesn't flinch cutting cancer off and so should not we, and it has
such an inhumane and we know how far it goes in terms of say yes,
holocaust, but it's treat mistreatment of all kinds of people. Right. And,
and so racial minorities, people with disabilities, people with mental
illness.

So that's a kind of direction that eugenics went to and how they
justified it in terms of that they're doing it for betterment of humanity,
that if we do this, we expedite the evolution and we're going to create
a, they would use a word utopia, utopian world of no diseases, no
people with diseases, no wars and so forth. It's a very kind of selling
[crosstalk 00:43:55].

Sean Gunderson:

A world without wars and a utopia sounds nice, but it's a pretty grim
path to get there if you travel the eugenics path.

Dr. Oksana Yaku...:

Yes, and who do you use? Whose minds and bodies do you lay the
ground to for whom for elites who what, live in the utopian conditions.
So it's a pretty problematic to me idea, it's an ideological science, but it
is to me, I try to not minimize the fact that they will use scientific
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efforts, methods, tools, and prove something that to them back then,
and now is real. And we can argue that their science is flawed and many
people do, such as twin studies, for example, came out of eugenics.
Nevertheless one can say, well, if 100 people don't have this condition
and three people do, shouldn't we get rid of these three because on the
bell curve they're the problems, but it just how we frame what is a good
and not good human being. So it's what kind of tools we have. And so
that's the kind of things I try to be careful in terms of discussion of
eugenics. It sells because it's a scientific backing behind it.

Sean Gunderson:

Yes. It sounds scientific. It uses the language of science. It even uses the
methods of science to produce data that at least looks scientific on its
surface. I mean, is that a correct understanding of it?

Dr. Oksana Yaku...:

I would say that yes and no, so I think it produces science. It produces in
some ways accurate results, but how was it measured and gathered,
what is its assumptions? So it has an ideology behind it. But if you don't
look at what ideology, so here's an example. So eugenesists were very
active on Ellis island. And one of the things, certainly physical
conditions, but mental health condition of immigrants coming in into
United States and they would measure them. And so they would tend to
skip measuring kind of fitness among the first class passengers but
second, third, the people who are poor, so they're traveling for month
and month on these boats, they're stressed, they're poor, they're so
forth. And then comes in someone with measurements of how can you
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do this intelligence testing? Are you happy? Are you upset? Are you
anxious and so forth.

And I would say, of course they're stressed. And of course they're not
speaking English. And of course they're incredibly distressed. So these
psychologists would then say, look, these people are, one of them, the
Badard, he said over 80% of Jews, Hungarians, Russians, these Greeks,
Italians, they're morons and idiots, and they are also morally
degenerate and so forth. But do you see what I'm saying is that, yes, it's
a flawed assumption. It doesn't look who and how, what they measure,
but you can produce science. You can produce statistic that will prove
certain results. And so I'm trying to be very careful because that's how
eugenesists then and now operate. They can choose and pick who they
study, how they study and then produce results that on a surface look
correct, but one needs to look at ideology behind it.

So that's the piece that I'm trying to stress, you can use correct scientific
methods, so to speak. But if those tools or created to measure
ideologically particularly characteristics, it's going to produce those kind
of results.

Sean Gunderson:

I think I understand what you're saying now. So let me reiterate. So with
science, you have really two components. You have the creation of the
production of data or the gathering of data, and then you have
interpretation. And so what you're saying is that with eugenics,
oftentimes the method to produce the data it was legitimate. I mean,
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it's real data, but it's just that the interpretation comes from this
ideological science. And it's the interpretation that is presented as
scientific, which really skews our understanding of the data and makes
the eugenics movement look as if it's legitimate, at least to people who
believe in it, including people who are live in the 1920s and '30s. It
makes it look legitimate, but it's really just this small group of people's
interpretation of this data. Is that correct?

Dr. Oksana Yaku...:

Yes, it would be excellent summary.

Interpretation of the data and also how those tools were developed and
how then they're used, what is intelligence, for example, one defines
what intelligence is and starts measuring it and then starts finding the
results. And then from beginning to end, it is data. It's accurately
collected data, but it is from ideological creation of a concept like I IQ or
mental disorder to its final application and interpretation. Is that's
where we need to step back and say, there is a very interpretation and I
would call it a social ideology that's present. And so how do we see
through that?

Sean Gunderson:

Yes, I understand now, thank you for clarifying that.

I want to go back to the beginning of eugenics. So you had talked to me
about initially studies were conducted that compared the wealthy and
the poor. And I also with my layperson's understanding of eugenics I'm
familiar with a gentleman named Thomas Hunt Morgan, who was a
42

scientist who began as a believer of eugenics, but after performing
scientific research on fruit flies to validate the hypothesis, he
determined that hypothesis was not scientifically sound.

So I guess my question for you is when we look at how eugenics began it
looks as if, based upon what you were saying, that a small group of
people these Ivy league level in individuals were being evaluated as the
ideal toward which humanity should strive and they were being
compared against the poor. Okay. And so the first point to note is that
this is not a very accurate comparing, and furthermore, it sounds as if
the individuals who were doing the interpretation of the data were
coming from that those Ivy league schools. They were coming from that
ideal category. So it really sounds as if they were just creating a sort of
science of why they were the best people on earth, it's that correct?

Dr. Oksana Yaku...:

To me, it definitely looks that way. I think most historians and scholars
highlighted that as so, and one of the individuals who wrote a fantastic
book and his societies and he efforts in UK was G. K. Chesterton, he
wrote "Eugenics and Other Evils". And it came out first in 1922. And so
there are people who really naming this, and he in fact, he's known for
series "Father Brown". It's the kind of anti Christy type books and so
forth. He's a social critic and writer in Britain, but he called it a happy
holiday in the land of nonsense eugenics. And though he stresses how
dangerous it is when governments and societies pick up this ideology
and then apply it. And he says, rather than oppressive religion, you have
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now eugenics as a social tool and what he said, he said these are people
who he called them golf playing kind of studs, and they sit around their
clubs and they talk about how they breed race horses, and hounds, and
then certain people should be bred and unbred like that and so forth.

So he, he kind of makes fun and elevates the very concept that these
are individuals who look around the world and just to also really stress.
So they are antisemitic. So to them Jews are inferior, they are absolutely
racist they're colonizing group. And so to them African black people,
indigenous people they call them savages and so an inferior races, and
that they produce kind of scientific. Now it's not religious, but you have
science that proves that one is superior human being and kind of gives it
also moral compass because to them, it was really important they were
very emotionally self controlled, sexually self controlled, even though,
of course in practice everyone knows that wasn't so, but they for
example, the big push was sexual hygiene movements. So certainly no
same sex behavior and so forth, but also no masturbation, no kind of
sexual acting out and so forth.

So they also try to, within their society control, we would say very
mapping Victorian religious kind of beliefs, but they frame them as
sciences. There's a whole lot of sciences that says, if you behave like
this, you're going to get sick and die and it's non evolutionary and so
forth. So that's for others and themselves that created these scientific
categories of goodness and badness.
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Sean Gunderson:

Yeah. It sounds like when we're talking of science that division into data
collection and subsequent interpretation is really important, because it
sounds like what people do with the interpretation that can turn
something from a legitimate science into just a belief or a religion. I've
definitely seen that in my own life with the so-called biochemical
imbalance hypothesis.

I mean the bio chemical imbalance hypothesis in mental health of
course is the notion that so-called mental disorders are the result of
brain pathology, specifically imbalances in our neurotransmitter
systems. And I've done plenty of research on this myself, not just in an
academic setting, but also it pertains to my personal life and I have
found that there is insufficient scientific evidence to support such a
notion.

Dr. Oksana Yaku...:

Yes.

Sean Gunderson:

And so as this pertains to my life, I see eerie similarities because the
biochemical imbalance hypothesis, it began as a legitimate scientific
hypothesis. That's what scientists do. Researchers when they're in the
lab, they are coming up with brand new ideas that they think might be
true. They're educated guesses and I'm hesitant to condemn any
scientist for coming up with a hypothesis, that I don't see as a bad thing.
But what I see as a harmful thing is when they have the hypothesis. So
then they collect the data on it.
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And then when the interpretation phase comes along and there's just
no data to support your particular interpretation that you're looking for,
and you still go with that hypothesis and treat it as scientific fact, that's
when it becomes problematic.

That's when speaking from personal experience, that's when people can
end up getting physically, psychologically and sexually abused and
tortured for decades, like what happened to me?

Dr. Oksana Yaku...:

Yeah.

Sean Gunderson:

And that all began with a legitimate scientific hypothesis that didn't play
out as researchers were hoping and certain institutions of power,
including academia and other government institutions and other
institutions of power ran with it, and it became the official narrative of
so-called mental illness for decades.

Dr. Oksana Yaku...:

Yes.

Sean Gunderson:

And so I see a similarity between that and this experiment by Thomas
Hunt Morgan as I said he was the scientist and I'm sure you, of course,
you're familiar with him and he did these experiments to determine if
there was any merit to eugenics. So he did this experiment on fruit flies,
if I'm correct, and found that he really couldn't even predict basics with
fruit flies.
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And he determined based on his interpretation that, Hey, if I can't figure
it out with fruit flies, there's just no way I can apply it to more complex
and subtle aspects of human existence, like their intelligence or their
temperament.

Dr. Oksana Yaku...:

Absolutely.

Sean Gunderson:

So I see history repeating itself. And I say this from my own standpoint
where I was severely harmed when research or when institutions of
power decided to ignore the original science and just run with this
convenient idea and what hurts me more is that it already happened
before with Thomas Hunt Morgan. We already saw a situation where
there was a legitimate hypothesis, the data didn't support the
interpretation the people were looking for and Morgan spoke out
against it. He said, you know what, that data just isn't there to facilitate
the interpretation you guys are looking for.

However, the other people like Dalton and the other names in eugenics
continue to run with that idea. So now I want to kind of focus on how
did that happen? Whether you identify the beginning of eugenics as
Thomas Hunt Morgan, which I just happened to do because of my
limited knowledge of it, or like you were saying, the beginning being
these studies between the poor and the wealthy, nevertheless we have
this gap between data and interpretation. At some point, groups of
people looked at the data, the data really wasn't there like it should
have been in order to support a sound scientific finding, and they ran
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with their interpretation. Anyway. So my question for you is how did
unsupported or unscientific hypothesis, permeate academia and other
institutions of power, because I'm of the opinion in that if we study how
that happened in eugenics, we can gain insight into how that happened
with the biochemical imbalance, which is still with us today.

I mean, you still can see commercials and web pages and even big name
psychiatrists talking about this biochemical imbalance that they know
doesn't exist. So how could that have happened, Dr. Yakushko?

Dr. Oksana Yaku...:

So one of the, just to your very personal experience, in my view, when I
write about eugenics, I try to stress that throughout its history certainly
the holocaust is the horrific outcome of it, but they were numerous
individual who were harmed by this use of science whose lives were
destroyed and entire communities. I mean, in terms of certainly race,
sexuality, gender, all kinds of differences between human beings,
eugenics has a very, very problematic track.

But to your main question is one begins to question who benefits from
these hypothesis and their application? How does it fit within the power
structures in the society and so forth, so eugenics mapped very well into
a very social ideology of the world of saying that we should maintain
these differences between human beings and that they are not just
because it's kind of religious, so political, but it's scientific. It is science
and therefore it cannot be argued with, right.
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And so for me, I've been trying to write that in science, we should not
blindly trust that people kind of continually march for science. And then
there's science have been used through last couple century, if not
longer, for some really problematic ways. And you naming one and
you've been harmed by that. And so I think also then where is the
financial and economic benefit into harm? And you will know that what
you are describing has a very powerful financial benefit to
pharmaceutical companies, right. To name it. Right. And certainly then
psychiatrists or certain individuals who benefit through that association
and who get grants and publications and support because they re
maintain that kind of scientific narrative and so forth.

And hypothesis as much as we can say, yes, it's there, but one can hide
behind it too, we need to look into what are the outcomes of these
hypotheses, you can't just say, well, I just believe it. I don't support
abusive people. Like some of the eugenesists say, I just explain it. And I
think that we need to be also very careful because scientists who say
they just explain it and just a hypothesis without looking at very social
economic, but very particular individual harm to people and do not pay
for the harmed on to people and stop the harm, that to me is also a
really problematic way of mishandling sciences.

Sean Gunderson:

Yeah. I'm living proof that there are very real harms that come from the
promotion of unscientific hypotheses as accepted science. So it's very
real. It does happen.
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Dr. Oksana Yaku...:

Yes.

Sean Gunderson:

I'm taking this class in my university. It's an abnormal psychology class
and I'm reminded of various sections in our textbook that they seem
kind of innocent, it's like, they're trying to present the biochemical
imbalance hypothesis as if it's currently legitimate.

And I'm looking at it and I'm reading it and I'm participating in class. And
I'm just saying, wait a minute, no, there's real harm that comes from
this. This isn't just some sort of innocent storytelling or however the
authors or editors want to frame it, there are very real harms because I
imagine that the people who abused me, they began in under graduate
classroom at some point in their careers.

Dr. Oksana Yaku...:

Mm-hmm (affirmative).

Sean Gunderson:

They were exposed to classroom resources that were similar to mine,
trying to promote these unscientific hypotheses and presenting them as
scientific fact. And nobody really makes the connection that real people
get harmed in very real and measurable ways because of this. I have
what might be permanent back pain because of the abuse that I
received while I was in that detention center. And that's something that
I just don't see that connection with, but I really like what you had said
about how do we understand how a hypothesis like eugenics or the
biochemical imbalance hypothesis?

50

How does it permeate institutions like but not limited to academia. And
you had said, look for who benefits from the hypothesis and its
application. And I'm living today in 2022. I was born in the 1980s. And so
I didn't grow up at the height of eugenics. I grew up however, at the
height of the biochemical imbalance hypothesis and what I can say is
that it was a convenient story. It really it was and continues to be a
convenient story. I mean, the idea that inexplicable human behavior,
that concerns us, my parents had completely legitimate reasons to be
concerned, but the problem was they were told this overly convenient
story that just wasn't true.

My parents were led to believe that their son had a biochemical
imbalance and the solution was as simple as handing me over to the
custody of mental health professionals, specifically psychiatrists who
would then fix my chemical imbalance with prescription medication.

That's a really convenient story. And it's so convenient, I could
understand why it proliferates everywhere, but the problem is that it's
not true. And what's even worse is the longer that we go on clinging to
this, the worse the consequences are going to be.

I mean, we could say it took several decades to bring the holocaust to
fruition. Okay, after the failed hypothesis of eugenics. I would like to tell
myself that if at any point humanity woke up, let's say it was 1925,
humanity woke up and said, you know what, there's no science to this.
We're just not going to do it anymore. I honestly believe the holocaust
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would've never occurred because the Nazi party, first of all the Nazi
party is my understanding was not alone in this, eugenics was
everywhere.

Dr. Oksana Yaku...:

Yeah, it was.

Sean Gunderson:

It so happen they came up with their own unique application of it which
resulted in the holocaust.

Dr. Oksana Yaku...:

Yes.

Sean Gunderson:

And so what I'm saying is if in 1925, before Hitler even came to power, if
humanity woke up and said, you know what, this just isn't scientific. We
don't want any part of this. We could have averted a disaster and I want
to kind of forward to where we're at right now. We are at the verge of
the end of a pandemic, according to our national health authorities.
We've been told by our national health authorities that most likely this
year, the official coronavirus pandemic is going to end, and it probably
will be re-conceptualized as being endemic. And I'm saying this to point
out that what is also being said around this time is the significant and
adverse consequences that all of the pandemic-related restrictions have
had on our mental health. People are distressed in various ways
because of this.

And I'm just very concerned based upon looking at history, what could
happen if we don't stand up and say enough is enough, we need real
science. We need to put the biochemical imbalance and balance
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hypothesis to rest and move on and find better ways to treat people.
Because if what I went through was not already the extreme of what
the biochemical imbalance has to offer humanity if 20 years of physical,
psychological, and sexual abuse resulting in permanent back pain, if
that's not extreme enough, I honestly don't want to see a more extreme
iteration of the consequences of the biochemical imbalance hypothesis.
That scares me. Honestly.

Dr. Oksana Yaku...:

Right. It's like your own story, your own experience and then just joined
voices, people who say there are people in physical disability, disability
rights movement, writing about continued mistreatments. I certainly
think in terms of racist and misogynist kind of sciences it's like going
strong. And so I feel like that's real damage to human beings who are
perceived this inferior and then treated as such in society. And I think so
right, it's like we need to keep fighting, making visible and having these
discussions. And I also think that idea of mystification of science became
like I sometimes when I speak, I say, if people say according to religion,
people stop and say, what kind of religion, if someone says, according to
media source, people now are educated and wonder who's the media
source. But if I say according to research, I think people just kind of go
glassy eyes and accept that.

Sean Gunderson:

I think you're right.

Dr. Oksana Yaku...:

I think we have this new kind of quasi-religious iteration of not knowing,
not knowing we need to educate ourselves how to understand what is
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science, how it's constructed, how to make educated relationship to
science and have just that to me, maybe I hope your voice contributes
to, because that's your own personal experience of that kind of capacity
to step back and question what is given as unquestionable scientific
truth. Right. And so that to me is important for us.

Sean Gunderson:

Yeah. That's a great point, don't just ask, just like with religion, you
would ask what religion and what media source. We need to start
questioning the science. Science is an amazing investigative tool and it's
really an achievement of human civilization. But if we don't know how
to wield that tool properly, it's going to be misused and we've seen it
with eugenics and we've seen it with the biochemical imbalance
hypothesis. So we are in a really good historical position to be able to
distance ourselves from these scientific sounding hypotheses that really
aren't of scientific. And it sounds like it starts by questioning what
science. Can you please explain to me the research. Where did you get
this research from looking into that, just like to media sources.

I heard this on CNN or Fox News, that carries with it implications of
ideology.

Dr. Oksana Yaku...:

Absolutely.

Sean Gunderson:

And I think that it would serve us just as a civilization, it would serve us
well if we started doing the same thing with science. Because you're
going to find legitimate science out there I mean science gave us the
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opportunity to have this conversation. I'm in Chicago, you're in
California. Science gave us that, but science also destroyed my life with
the biochemical imbalance hypothesis.

So we could see a huge range of outcomes here. The science that led to
our conversation is good science. The science that led to the destruction
of my life, not good science, they're definitely not on par, and so it's
extremely important to do that, but so I think we're nearing the end of
our episode here. Do you have anything else that you would like to add?

Dr. Oksana Yaku...:

No, just, I hope that you and your work and the work of others keep
highlighting just this, the importance of having educated, informed,
passionate, and also really taking both sides and society to task about
the abuses, misuses and abuses of what presented as a scientific truth,
a scientific fact.

Sean Gunderson:

Okay. Well, thank you very much, Dr. Yakushko.

Dr. Oksana Yaku...:

You're welcome.

Sean Gunderson:

And have a great day.

Dr. Oksana Yaku...:

Thank you. Yeah, good luck to you. And thank you for including me.

Sean Gunderson:

In conclusion, Dr. Yakushko showed us how the legacy of eugenics
persists today in our mental health system. I personally live with the
scars of that legacy every day. Due to my substantial physical,
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psychological and sexual abuse, I am a 37 year old man without
children. I believe that I would make a great father. However, the
ideologies that inform our current mental health system believe
otherwise.

Now that I am a free man, there are no legal of barriers to having a
family. However, I cannot have a family if human touch still hurts me,
this is the legacy of eugenics. They no longer have control over my body,
but the abuse was so great that I cannot imagine entering into a sexual
relationship at this point in my life as I feel uncomfortable with human
touch, while this is improving, as I heal, I have no plans to have a family
in the foreseeable future.

When a small group of people are given the authority to classify others
based on unsubstantiated scientific hypotheses, great harm can occur.
Maybe the best path is to deemphasize the science in the field of
mental health. And to emphasize the consequences of ideology. This is
especially true in the field of mental health, where numerous ideologies
abound not limited to the dominant ideology of a presumed biological
pathology.

If we find numerous recipients of service both past and present who
acknowledged severe harm was the result of their so-called treatment,
this is enough to warrant a serious reconsideration of the treatments
associated with the particular ideology. In other words, the future of the
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mental health system may be best served if we stop letting flawed
science guide us and start allowing recipients to guide the system.

I have seen in myself and in others labeled with so-called mental illness,
that we have an inner guidance system that can help us return to what
those around us would consider socially acceptable.

If we are given the power to guide the evolution of the mental health
system, I envision success. Indeed, this client-centered approach is
exactly what the United Nations recommends. The role of ideology in
the field of mental health cannot be overlooked. It forms the basis of
the understanding and subsequent treatment of abnormal behavior.
Currently the data result from scientific research is generally interpreted
through the dominant medical model ideology. However, the aura of
science does not excuse even the smartest among us. The reality is that
abnormal is a distinct concept from pathological.

Furthermore, a presumed biological pathology is a sub classification of
pathological. Thus, the abnormal behaviors of the so-called mentally ill
are routinely conflated by two degrees of separation. Abnormal is not
just assumed to be pathological, but that presumed pathology is
subsequently assumed to be biological in nature.

Abnormal is neutral. The behaviors of the first episode, psychotic are
neither positive, nor negative. They are neutral as they can result in
either a positive or negative outcome. This outcome cannot be
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determined at the outset unless we give mental health professionals the
power to act as soothsayers, who can predict the future. Indeed, we
have done just that in the ignorance of conflating abnormal with a
biological pathology.

In essence, we set people up for failure by telling them at the outset
that what they are experiencing is without question negative. When
science guided our mental health system, it led the United Nations to
determine that our science backed system was in fact, a system of
human rights abuse and torture.

Every day that we retreat to the perceived comfort that science gives us
is another day in which people are tortured, murder, raped and abused.
To be clear, the perceived comfort that the aura of science gives is for
the dominant class who are categorized as normal. For the recipients of
mental health service is it is a game of Russian roulette.

I lost that game, but in losing that game, I won a personal struggle with
an abusive system. I survived numerous attempts to destroy me in a
socially acceptable manner. That is a manner which allows the
dominant class of normal people to refuse to confront the atrocities of
the ideology, but rather allows them to retreat to the aura of science
and say that it is simply an unfortunate consequence of evidence-based
medicine.
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Human rights' abuse and torture should not be considered acceptable in
one person, let alone innumerable psychiatric survivors who live with
permanent damage because of this evidence based treatment. There is
hope, and that hope has been clearly articulated by the United Nations.
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EPISODE 2 LINK AND TRANSCRIPT
Episode 2 The Evidence Contradicts the Ideology:
https://drive.google.com/file/d/1cAEXITRmiyJTnezID4RHfLXmZ3NrNpYx/view?usp=sharing

Sean Gunderson:

Welcome to episode two of my podcast series, Uncomfortable
Conversations with a Psychiatric Survivor: Exploring the Paradigm Shift
in Mental Health. This episode straddles the scientific paradigm shift.
According to scientific philosopher Thomas Kuhn, scientific paradigms
are closely related to the manner in which knowledge is produced in
that time period. The physical and social structures contribute to the
production of knowledge, as well as the body of available knowledge.
These differences in knowledge production can lead to different
understandings of some of the same issues.

Broadly speaking, the old paradigm in mental health emphasizes
researchers' hypotheses and uses scientific research to impose
knowledge upon the individual, whereas the new paradigm emphasizes
the individual's own understanding of their mental illness, while using
science to validate the experiences of the individual. The old paradigm is
losing its grip as many of the foundational tenets of that paradigm have
been contradicted by the research into its hypotheses. In this episode,
we will explore the research behind many of these claims and see for
ourselves how much of the science actually goes against the claims that
are promoted in the field of mental health.
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In addition to the research, the mental health system in the United
States as well as other countries has come under major criticism by the
United Nations. In 2018, the UN Human Rights Council produced a
report on mental health and human rights. In this official report, the
United Nations made some very powerful statements, including
asserting that what we would call the standard of care here in the US
amounts to human rights abuse and torture in many cases. The UN has
called for the repealing of laws that allow for the forced treatment of
the so-called mental ill, as well as the reframing of many of the common
practices in our mental health system as torture and human rights
abuse.

The United Nations has identified that the biomedical model lies at the
foundation of the torture and human rights abuse by creating a power
imbalance in clinical relationships. Moreover, the evidence for the
biological nature of mental illness indicates that there is no known
biological pathology giving rise to the most common mental illnesses.
Thus, that power imbalance remains unjustified by science.

As the scientific evidence continues to contradict major claims
promoted within the broad field of mental health, the assertions by the
UN become more relevant. However, despite declarations by
international mental health and human rights authorities, clinicians
continue to promote or otherwise acquiesce to the salient ideologies in
the field of mental health. The ethics of promoting information known
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to be inaccurate to vulnerable populations ought to be common sense.
However, such unethical practices persist in the field of mental health.

I will now welcome my co-host for today's episode, psychologist Dr.
Toby Watson. In our conversation today, Dr. Watson and I will explore
what some of these foundational tenets are, which remain unsupported
by science. Dr. Watson will help us understand how the scientific
literature in the field does not support the common narratives
promoted.

For today's episode, I am welcoming Dr. Toby Watson. Thank you for
coming and participating in my podcast today, Dr. Watson. Can you
please introduce yourself to the audience? What's your background?
What are your credentials?

Dr. Toby Watson:

Sure. Happy to introduce myself. My name is Dr. Toby Watson. I'm a
clinical psychologist licensed here in Wisconsin, and I used to run a
doctoral training program here for, oh, about eight years as an
outpatient day treatment program. I do a fair amount of forensic work.
I'm the former chief psychologist for the Department of Corrections,
State of Wisconsin at KMCI and was involved in doing statewide training
for the DOC, former disability examiner and evaluator for Social
Security, and I've had an expertise in psycho-pharmacology outcome
studies, so much so that I've testified at the FDA on numerous
occasions, between that and ECT, where they agreed with my

62

recommendations to keep the ECT classification and then ultimately
added black box morning labels to the SSRI antidepressants.

I've also given lectures at the Congress of Mexico, the Senate of Mexico.
I've helped the Australian Health Ministry with again looking at ECT and
creating legislation there. I've worked with even the Veterans'
Administration Committee on Health with regards to the increasing rate
of suicide with veterans and helping them understand why that might
be happening and some of that.

I do a fair amount of consulting nationally, and I do travel quite a bit,
doing consultations throughout the country for people and helping
people sometimes figure out a better way of healing and ultimately
getting full recovery from what we label as mental illness or having
emotional suffering of some sort. So that's the bulk of my time.
Personally, with my wife married ... Oh, God. We've been together 32
years. We've got kids. I do a lot of real estate development, which
allows me to really explore the clinical work that I want to do, and so
I've taken money out of the equation clinically. So that's my
background.

Sean Gunderson:

Awesome. Yeah, it sounds like you have extensive experience and that
you've seen our mental health system not just nationally, but
internationally, from various perspectives.
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Dr. Toby Watson:

Correct. Yeah, and it's interesting because when I first started in the
field, I was really going into neuropsychology and then started reading a
lot of research and then realizing that what we call the emperor had no
clothes, meaning that a lot of the research wasn't lining up with what I
was being taught to do with a patient or a client.

Sean Gunderson:

Yes. So as a college student myself, I see what students are taught, and
also just as a psychiatric survivor, which is how I identify, I've done a lot
of personal research into the labels that have been imposed upon me.
So I have definitely seen a disconnection myself between what is taught
officially, whether it's coming from an academic source or an official
government source, such as the National Institutes of Mental Health.
I've seen a disconnection between the research and what the story of
mental illness is. So there's a lot of different disconnections that at least
I've identified, and I believe you can help us, us and the audience
understand them.

So why don't we start with the efficacy of psychiatric medications?
Psychiatric medications are presented as if they are a simple solution for
a complex problem, a pill to the ill mentality, where the story of the
biochemical imbalance really facilitates the dispensing of these drugs on
a massive scale. So we know that the story of the biochemical
imbalance says that you have this underlying biological pathology and
these drugs correct that imbalance. Is that true?
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Dr. Toby Watson:

No. There is no chemical imbalance that is causing what we call mental
illness or mental suffering. We've known this for a very, very long time,
for decades and decades, and we've had major players in research,
including the head of NIMH, amongst others, Psychiatric Times and
other journals come out publicly indicating that nobody ever really took
it seriously that there was a chemical imbalance. However, we know
that to be not true. There's a study that was done where they polled the
general public, and they found that 70 to 80% of the public believed
that mental suffering or what we call mental illness was due to a
chemical imbalance. So it's been a great marketing campaign by drug
companies to sell products and what we call medications, and the
people that were in research have known this for a very long time, that
there is no such thing as a chemical imbalance when it comes to mental
suffering.

First of all, we only have a few ways to try to measure chemical
neurotransmitters. It would be postpartum, after somebody he dies,
and then the other question would be where in the brain would you
measure it, anyway? We've never had any normative data to say, "Hey,
this is the 'correct' level." So someone's been told that they have a
chemical imbalance. The thing they should say to their doctor is, "Oh,
really? Well, what's the correct balance, and how did you measure
that?", and then watch what they say. It'll be, "Well, we don't really
have any actual normative data, nothing that we can give you as a test
to actually measure it. But we know that you feel better when you take
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this substance, and we know that affects dopamine or serotonin or
norepinephrine." That's how the theory started. We give you a
substance. You say you feel better. There we go. Yeah, you must have
been lacking something. But I can give you alcohol and you'll feel better,
but I'm not going to say you have an alcohol deficiency.

Sean Gunderson:

True. So really what's going on is that people within the field of mental
health who promote the use of medications are determining their
mechanisms of action or inferring their mechanisms of action based
upon whether or not the patient reports them as effective or not.

Dr. Toby Watson:

Sure, and there's certainly some very good studies that are wellintentioned where they're looking at "depressed" patients after they die
and then trying to compare that to non-depressed patients after dying
and looking at different neurotransmitters and seeing if there's an
increase or decrease, and likewise if we're talking about bipolar or
schizophrenia. They're looking at homovanillic acid level. So we know
that there's certainly some research and data out there where they are
looking at different ways to measure neurotransmitters, whether it's for
depression, they're looking at serotonin of maybe patients that have
died labeled with depression and patients that haven't had depression.
Then they look at the byproducts of serotonin and say, "Hey, is there
more or less in a depressed person versus a non-depressed person?"
What they find is that there are no differences, and they've noticed,
again, for decades.
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Anybody who wants the actual research on any of this, by all means, so
they can go to my website. I list all this research right on there. You just
click on depression or bipolar or schizophrenia. If they're looking at
things like schizophrenia or bipolar, we're looking at homovanillic acid
levels and whether those had differed at all. So what they find is that
there really aren't any much differences we between these people,
nothing that can be accounted for beyond normal stress differences
between people who are labeled with a mental illness and people who
are not. So we're left with not knowing, like, "Okay, if it's not biological,
or at least we can't tell or have confirmation that it's biological," we're
left with, "Okay. Then what do we do? What else do they have?"

Keep in mind that if you go to a medical doctor, their mode of
treatment is drugs. That's what they offer. So don't be surprised if you
walk into a doctor's office and say, "Hey, I feel sad, depressed, anxious. I
have difficulty concentrating. I feel like I'm listening to my dead relative
that just recently passed. I hear their voice." What are they going to do?
When you're a hammer, everything looks like a nail, and so they're
going to give you a drug. But if you don't want that, well, then you
shouldn't be going and medicalizing it and going to those types of
doctors.

Sean Gunderson:

Well said. So you had stated that the research community within the
field of mental health, and I'm using that in the broad field of mental
health. When I say that, I'm talking about all the different disciplines
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that comprise that, psychiatry, psychology, social work. So when you
talk about we've known that the biochemical imbalance just ... it hasn't
been there for decades, how long have we known? Because I know from
my own personal research that around the 1950s, we see the
biochemical imbalance hypothesis get introduced into the thinking of
the mental health system of researchers. It began as a legitimate
hypothesis, but it did not play out. So about how long would you
estimate? When you're saying that we've known that this isn't the case,
about how long is that?

Dr. Toby Watson:

More than 40 years.

Sean Gunderson:

Wow. So what you're saying is that when I was initially detained as an
inpatient in or around 2005 because of my so-called mental illness and I
was told by doctors at that time that I had a biochemical imbalance that
I needed medication for the rest of my life to fix, what you're saying is
that either these people knew that was false or they should have known
that was false.

Dr. Toby Watson:

Without question. When you're in this field, you should be trained in
research and understand the history of that research. But I can tell you
that when I testify in court, I often come up against psychiatrist and
other doctors, psychologists as well, neurologists that have no concept
and have no reference base on any of this information. It's as if they've
never seen it before, and actually, to be truthful, a lot of them have
never seen this before. So they're enlightened when they realize that
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when you look at the long-term studies, like if we're talking about
psychosis or strained reasoning, what we label as bipolar with psychosis
or schizophrenia, they're unaware of some of the long-term research
about what happens to people who are taking antipsychotic medication,
neuroleptic medication more than one year down the road.

It's sad, because they see the short-term benefit, where it really does
knock down positive symptomology relatively well. But what they don't
know is what happens after the long-term, and this holds true for
medications, depression medications or anxiety medications, that our
brain adapts to the drug that's going into it, and it compensates as if it's
like an insult to the brain. The brain says, "Oh, I'm going to adapt to it."
But yeah, we've known all the way back in the '70s and '80s that we
were unable to find any evidence that people, whether it be with
psychosis or what we call depression, in fact, that they had overactive
dopamine systems or underperforming serotonin systems. We've
known this for a long time.

Pierre Denker, who was one of the founding fathers of psychopharmacology, even back in 1990s said the dopamine or dopaminergic
theory retained little credibility for psychiatrists at all. Steven Rose, who
was a professor, a neuroscientist at Open University over in United
Kingdom said that serotonin levels in psychiatric patients compared to
the nursing staff didn't differ, and they both had the same.

Sean Gunderson:

Wow.
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Dr. Toby Watson:

So we've known this, and the list goes on and on. you can pick a
university, UCLA. William Wirshing, who's a professor out there, leading
psychiatric research in our field, in 1999, he had said, "We've been lying
to the public about the chemical imbalance theory of mental illness."
Ron Pies, the editor in chief emeritus at Psychiatric Times, again, one of
the most prestigious psychiatric journal anywhere, in 2011 said, "In
truth, the chemical imbalance notion was always an urban legend and
never a theory that seriously was ever espoused or believed by any
well-informed psychiatrist." Again, when people get upset for me saying
these things, I'm like, "Hey, don't be angry at me. These are the pillars in
that community saying these things."

Sean Gunderson:

Yeah. Those are very powerful statements by those individuals, and I
would suggest to anyone in the audience that if major names within the
field of mental health come out and openly admit to the public that
they've been lying to the public and we continue to acquiesce to them,
should we really expect anything besides more mistreatment? If
somebody tells us that they're lying to us and we just give them the
okay to continue lying to us-

Dr. Toby Watson:

Well, that's the problem with psychology and psychiatry, is that it really
often will come down to about power and control. If you're a person
that has cancer and your cancer doctor tells you, "Hey, you really should
do this treatment," and you say, "Doc, nope, I disagree. I'm just going to
try this other thing. It's all natural. It's holistic. I'm going to pray. I'm
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going to go this route," and the doc says, "My God, if you don't do the
treatment, I think you're going to die, and that's going to be the end of
it," guess what? You have the right to do that, and no one's going to go
to court. No one's going to lock you up. No one's going to force you to
take the cancer treatment.

But for some reason, in psychiatry, these doctors have gotten the power
to say, "You know what? Because you disagree with me and because I
think that you've got problems of the mind, I'm just going to totally
ignore your wishes, completely ignore that you could have any
capability to have insight that differs from my own belief, and when you
disagree with me, I'm just going to make that part of your mental
illness. That's going to be one symptoms, because you disagree with
me." Then they get the right to force these biological treatments on
people.

Sean Gunderson:

There is an actual medical term for that, anosognosia. Is that correct?

Dr. Toby Watson:

Correct. Yeah. Yeah, it's another diagnosis that we can give to a patient
that says, "Oh, you don't understand that you actually have this
disorder." So if somebody says, "Oh, no, I'm not mentally ill," and they
don't like that term or they think that that means that they have a
chemical imbalance or they have to take drugs and they disagree with
the doctor, that's just another diagnostic label that we can give
somebody.
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Sean Gunderson:

So what you're saying essentially is that a label like anosognosia can be
used in a situation ... Essentially, it's a medicalized euphemism for
dissent. Would that be a good conceptualization of it?

Dr. Toby Watson:

It can be. Yeah. There are certain disorders where people don't know
they have a disorder. You have head trauma and you don't realize that
you were just in an accident, and you're wandering around. That would
an appropriate diagnosis, and there's times where people are in denial,
any denial about anything, and they're completely disoriented. They're
completely psychotic, detached from reality, and you're trying to inform
them that yes, they have this ... For whatever the reason, they're
struggling with controlled thought. So I'm fine with the idea if you want
to, I guess, create a name for that. But I think the problem is that when
we create a label, often there is meaning that comes along with that
label.

For example, when we have the label mental illness, often people have
a meaning attached to that which means lifelong disorder, must be on
medications, could be dangerous. All these things arise in people's
thoughts about when you use that term, mental illness. So it isn't so
much about the label, but it's the stigma and it's the meaning that goes
along with it. I think that in order to really understand a person and also
when we're communicating, we need to clarify these terms and these
labels so that people understand. When I use the word patient, I'm not
using that in a sense of that they need to be medicalized or anything like
72

that. I'm going back to the original route, which really translates to a
person waiting to be well. So in that form, I don't mind using the word
patient, because it's somebody who's waiting to be well or actively
doing something until they're well.

Sean Gunderson:

Yes, I definitely get that. So I want to return to focusing on some of the
research. So my understanding is that psychiatric medications are
approved by the FDA based upon short-term clinical trials. Is that
correct?

Dr. Toby Watson:

Correct. So the FDA, many people don't know, they don't test the drugs.
They actually allow the drug companies to test the drugs and do a
bunch of clinical trials. They could do 100 trials, and if they have 98
failures, well, then they get 98 failures. But when they find two that do
pretty well, and it can be over a four-week, six-week, eight ... Rarely, if
any, are ever conducted longer than a 16-week clinical trial. They can
massage the data. They can handle what they do with dropouts. They
can do all sorts of little statistical manipulation, and then they submit
that to the FDA. Then those reviewers then have to sort through that
and figure out whether or not it was extremely dangerous and whether
it was at least as good as something else that they compared it to. Mind
you, those reviewers can also be consultants for the drug company. So
they can have that dual relationship, that conflict of interest.

Sean Gunderson:

So I don't want to be overly cynical, because I can easily get there. I was
abused for almost two decades. So I don't want to focus on the cynical
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aspect of it, because what you're describing is something that if people
want to abuse the system in any way, they can do that. But let's focus
on clinicians who maybe honestly believe that psychiatric medications
are beneficial for patients. So even in an ideal situation, the FDA
approval for these drugs is based on short-term clinical trials. You're
saying four, six, eight weeks. Maximum would be 16 weeks. But what
does the research show us when we do longer studies of psychiatric
drug use, let's say more than a year?

Dr. Toby Watson:

Sure. So let's just talk about strained reasoning, because that's usually
one of the posterchilds of the biological model of what we call mental
illness when we talk about schizophrenia or bipolar. That's the one that
they hold up and say, "Hey, clearly this is a medical disorder, a brain
disease of some sort." So if we look at maybe that drug group, which we
call neuroleptics or atypical antipsychotics or antipsychotics,
interestingly, what you find is that over the short-term, less than one
year, they do relatively well at curbing what we call positive symptoms,
people who believe things that aren't true, people who are repetitive,
people who are wandering around and causing some problems
behaviorally.

But the interesting fact is that if you look at every study that has been
done, and I am talking every, if you'll go globally, and I have them all on
my website, you'll find that after one year, something interesting
happens. The people who chose not to utilize neuroleptics or
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antipsychotic medication or minimally use that tend to do better. So
what you get, and this started way back in the 1960s, when the National
Institute of Mental Health conducted a six-week study of about 350
patients at nine hospitals. They documented the effectiveness of these
antipsychotics in knocking down psychosis over the short-term, and the
drug-treated patients did better than placebo patients.

However, they followed up a year later, and obviously to their surprise,
as well as everybody else, the drug-treated patients were more likely to
relapse. That was the first ever evidence of the paradox, where drugs
that are effective in knocking down symptoms in the short-term make
patients more likely to become psychotic over the long-term. That's the
first time that had happened. It made some waves. That was done by a
gentleman named Schuller in 1967.

So from there, people started doing more of those studies and said,
"Hey, what if this is what's happening?" So then in the 1970s, the NIMH
conducted three more studies and did the same thing. They looked at
environmental care that minimized the use of these drugs, and sure
enough, they found the same thing over again, that the patients that
were treated without the drugs or minimal drugs ended up doing
better. In 1977, there was a gentleman named William Carpenter who
had done a study, and he was looking at social support systems. He
randomized, again, the drug group and the non-drug group, and he
found that the non-medicated patients relapsed a lot less than the drug75

treated patients, although he wasn't ready to say people shouldn't use
those drugs anymore.

That's been a challenge, is that study after study ... Another one was
Maurice Rappaport in 1978, and study after study after study, all of
them say the same thing. But yet you don't see people saying, "Hey, we
should be following the science and the research here, and maybe we
shouldn't be allowing these people to stay on it the long-term, because
we're making them worse.:" Then in the 1970s, at the same time these
studies were coming up, there were some researchers. There was at
McGill University Guy Chouinard and Barry Jones offered an explanation
to it. They said, "What's the reason for it?" What they found and said,
"Hey, you know what? The brain responds to these neuroleptics by
blocking dopamine receptors, and it seems to be like a pathological
insult." So if you block, let's say, 40 to 90% of D2 dopamine receptors,
the brain all of a sudden says, "Hey, I need to create more dopamine,
because I don't have enough."

So it ends up getting super sensitive to dopamine as a result, and so it
upregulates the dopaminergic system and produces more. What you
have now is a biologically vulnerable person to becoming psychotic. So
these Canadian researchers basically just said that what we're doing is
we're producing super-sensitivity that leads to diskinetic and psychotic
symptoms, and these people more likely to relapse, especially if they
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come off the medication, because now you've upregulated these
systems.

Then later in the '90s, the MRI technology came out, and they were able
to prove exactly what they were looking at and say, "Yep, there it is."
They could see the differences in the basal ganglia. Sorry. So we were
able to recognize exactly what was happening to it, and it's basically
analogous to what happens in tardive dyskinesia. So in tardive
dyskinesia, the dopaminergic receptors in the nigrostriatal pathway are
up-regulated, and they become more numerous, more sensitive,
secondary to the chronic dopamine blockade that is caused by the
drugs. So then people start to have these random movements seen in
tardive dyskinesia, and it's very similar in that sense.

Sean Gunderson:

Yeah, I can recall from personal experience that tests for tardive
dyskinesia were required while I was detained in an inpatient psychiatric
facility. It was a scary side effect. When I would see some of the people
with full-blown tardive dyskinesia, I would not wish that upon my worst
enemy. I couldn't even imagine having to live with it, because if I'm
trying to sleep and I have a twitchy nerve in my hand, I can't even sleep.
Now, it'll go away after maybe a few hours or whatever or maybe a day
at most.

But for those who are unaware in the audience, tardive dyskinesia is
just like you have these constant tremors all over your body. It could be
in your face, in your hands, anywhere, and you have to put great effort
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into stopping those tremors. It really is a terrible, terrible side effect,
especially if you witness it. So a lot of what you're saying really
resonates deeply with me emotionally, because I essentially survived
that. There were people who were trying to medicate me for life in
accordance with the ideology, and I was resistant to that. I am grateful
that I was, because I would not want to be stuck with tardive dyskinesia.

Dr. Toby Watson:

Absolutely, and the same is true. We're talking about antipsychotic
medications. But the same is true for antidepressants. We have the
selective serotonergic reuptake inhibitors, and we call that tardive
dysphoria, oppositional tolerance. The same happens there, where
you're basically up- or down-regulating pre- and post-synaptic nerves,
because again, anytime you add a drug to your brain and it's going to
have an effect where you're going to increase or decrease the neuro
firing by changing the amount of these neurotransmitters, your brain is
going to say, "Oh, I'm not firing the way I'm supposed to be." So it's
going to try to correct that, and you'll build up a tolerance, if you will, to
it.

This is why when people go on, like say, "I always start with five
milligrams," and it works for a while. You're like, "Hey, this is great."
Then all of a sudden, you're like, "Eh, it doesn't work so much." So they
up you to 10, and then they go to 15 and then 20. Then you max out at
40, and you start to have some negative effect from it. So then they
switch you to a different medication to try to trick the brain to get the
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same behavioral effect, and that's the practice of psychiatry. For some
people, they tolerate that very well, and they're very happy.

Hey, I'm not anti-medication. What people need is true informed
consent. They need to hear not just all the potential positives, but they
really need to get a realistic understanding of the potential side effects,
and I wouldn't call them side effects, but the effects, the negative
effects, because when they happen so much to so many people, it's
really not a side effect. It really is an effect. One of the biggest effects of
antidepressants is that it reduces depression. It reduces libido and
reduces your sex drive. In the prison system, they'd call it chemical
castration, because it would just reduce that so much for a lot of the sex
offenders.

Sean Gunderson:

Yes. I could definitely see in any detention center psychiatric drugs of
various kinds being used to control the population. I've seen it
personally, and so I can definitely see that happening in any place of
confinement. Now, from a layperson's perspective, which I am. I'm not a
researcher. I'm not a scientist. I'm not a doctor. It sounds as if this whole
process of the brain readjusting itself, it sounds like that's the only
chemical imbalance that we've identified as a layperson. We give
ourselves these powerful chemicals, and our brain changes. It's
chemistry, and it's physiology and response to that. As a layperson, is
that a fair conceptualization of this process, that these drugs have the
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potential to create a chemical imbalance where none previously
existed?

Dr. Toby Watson:

Correct, and that's what's happening, is that when people sometimes ...
Let's say they come in, and they're depressed and maybe even suicidal.
They've maybe done therapy, and it doesn't seem to be working and
whatnot. They say, "Okay, fine. I'm going to try some medication."
Maybe it works and maybe it doesn't, but maybe it works. Then for
whatever reason, they're feeling better, and they stay on it for six
months or a year or whatever. But then they all of a sudden start to
become depressed and maybe suicidal again, and they think, "Oh, this is
breakthrough illness." Well, possible, but it's also possible that what was
once a psychological reason for the sadness and the suicidal thoughts,
now, six months later or whatever time later, two weeks later, two
years later, they start to become suicidal, and they start to become
depressed. But they're not depressed and suicidal because of any
psychological reason, experiential reason, environmental reason. It's
really because the medication is causing them to become suicidal,
aggressive, homicidal, and depressed.

Unless you really understand that that is an absolute possibility and
unless you start to realize, "Hey, maybe I need to remove this drug,"
you'll never know. So a lot of times, they just add increasing doses or a
secondary medication and they think it's just more about them. But it
might not be, because guess what? People do get better, and people do
80

work through things. Time is one of the beautiful healers. If you give
them some space and some support and their life situation start to
change, people can and do get better, and they grow. But if you're being
held back because your medication now is starting to cause you a
neurological problem, well, you're never going to know that unless you
find a way to safely be able to taper and terminate that medication,
which, again, we should point out that I'm not advocating that anybody
stop a medication. Starting and stopping psychiatric medications is
extremely dangerous and can be very dangerous, I should say, and that
they should be working with their medical provider and/or support
system to do that.

Sean Gunderson:

Yes, and I want to emphasize that you didn't just say stopping the
medication. You said starting, and if my understanding is correct, it's
because of when you introduce these chemicals into the human brain,
they start to change the brain in essentially ways that we can't fully
predict and understand.

Dr. Toby Watson:

Well, that's exactly right, and if you even look at your medication inserts
when you get it from the pharmacy, they'll often say the mode of action
is unknown. It'll say exactly that, because they don't know why it works.
They just say, "Gee, it works." With antidepressants, if you look at Irving
Kirsch's work from Harvard on placebo, you'll start to realize why
antidepressants work. But it's not because of any pharmacological
change. It really has more to do with the fact that you believe
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something's going to work, and lo and behold, if the mind believes it to
be true, the body adapts, and it actually does become true.

So they were able to see that of the 12 most widely used
antidepressants, and this is what they, I think, did. They submitted this, I
think, to the FDA, if I remember, one time, and they were looking at,
"Hey, do these things really work, or is this just placebo effect?," which
is basically when I say placebo, for the audience that doesn't know, it's
taking a sugar pill or doing something which shouldn't have any
pharmacological effect on you, biological effect on you. So they give a
group a sugar pill, and they give the other group the drug, like Prozac or
Paxil or something. Then they give them a measurement of a Beck's
depression scale and say, "Okay, let's look at the difference in the
groups. We should see that the drug treatment group go way down and
the drug should work, and the sugar pill really shouldn't work."

Well, what they found was it actually clinically works the same. You get
about 80% or 85% of any change in the drug group, you can replicate in
the sugar group, in the placebo group. From a clinical standpoint, it's
like, I think, a two-point change on ... I think it was the Ham-D, Hamilton
depression scale or the Beck's depression scale. It was a two-point
change, which clinically means you can't tell these two groups apart. So
that rocked the world a little bit, saying, "Hey, these drugs really are just
placebos, and we've probably got to stop lying to the public and just
say, 'Hey, look.' Maybe it's time that we actually bring back placebos,"
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because doctors used to write literally placebo prescriptions for people
back in the day. They knew it worked pretty darn well, and obviously
then they stopped doing that and they said it was unethical and it was a
big debate about it. But people don't know that.

Sean Gunderson:

No, that was fascinating. Yeah, thank for bringing that up, because of
course we're so accustomed to having very advanced technology that
rewind decades or centuries when you don't have that level of
technology available to you, and yeah, I could see why a doctor might
prescribe a placebo to somebody, because they recognize that effect. If
it makes the patient better after they take a sugar pill, then no harm in
that and only good things. So I see where you're coming from with that,
and I think that you are correct that alternatives in a broad sense,
whether it's prescribing placebos or some other alternatives, now is the
time that those of us in the field of mental health and even the broader
public having an interest in the field of mental health should start to
explore alternatives, because I was just having a conversation with my
parents yesterday. We were talking about the events that led to my
lengthy detention.

Sorry. I try not to get into this too much during the podcast, because it
can get emotional. But my parents and I had identified that there was
really only one option available to me, which was medical model
psychiatry, and so we jokingly used the analogy of a democratic election
in the Soviet Union, where there was one person on the ballot. That is,
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my parents only had one choice in order to help their son. So what I'm
saying is that based upon what you've talked about today, it sounds like
we need to start looking into alternatives so that when either
individuals suffering some sort of mental distress or their families, when
they feel that this person needs help, that they're not stuck with just
one option being medical model psychiatry.

Dr. Toby Watson:

Well, that's exactly right that there are some treatment option
differences out there now with peer respite groups, looking for people
who put themselves out there as willing to work without the use of
psychotropic medications. But for the most part, yeah, if someone's
really struggling, you end up going to a hospital. You might see 10
different doctors, but they're not going to be different. They're all going
to be looking at you the exact same way. If you're working in a dirty
operating room, the patient's always going to suffer. So no matter what,
they can be the best-intentioned doctor in the world, but if they're
working in a mainstream biomed hospital, the patient's not going to get
better.

It's not surprising to me I see psychiatrist and I've supervised
psychiatrists and counseled and did consults with them where they're
like, "I've been working in the field 30, 40 years, and I've never seen a
patient ever recover. It doesn't happen." I show them all the research,
and, "Yes, but it doesn't happen ever in clinical reality." I'm like, "Yeah, I
no doubt believe that you've never seen a patient recover, because
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you're working in a dirty operating room and you're seeing them
through a certain lens. You don't really expect them to recover. When I
work with people, I absolutely expect them to fully gain full functioning
back, or I should say, maybe not back, but a new, better, changed type
identity and functioning." It happens, and I can say that, yes, it has
happened for several patients that I've worked with that are doing
extremely well, yourself included, who's not one of my clinical patients,
but you're living proof that people do fully recover. People do work
through things, neuro genesis. The changing of neurons in the brain
absolutely happens.

I tell sometimes psychiatrists, I said, "Look, if your theory holds true,
well, when you have something change in that theory ... Next time you
drop an apple and it falls upwards, you've got to come up with a new
theory. So if your theory is at all psychiatric patients that have mental
illness, it's a lifelong illness and they need to be on medications, but you
then have a few outliers, well, then you've got to obviously change your
theory and realize that you don't really understand the totality of what's
happening for people. Maybe you're even causing it, the worst thing of
outcomes."

Sean Gunderson:

Well said. Yes. I think at this point, it should be rather apparent to the
audience that ideology plays a significant role in outcomes. As you said,
this doctor to whom you were referring, perhaps the reason that
they've never seen someone recover is that they believe that no one
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will ever recover. So that's extremely important for our audience to
understand.

I want to shift now to some changes within the field of mental health.
For the longest time, the field of mental health has been reliant on the
pharmaceutical industry coming up with new psychiatric drugs.
However, more recently, I would say maybe within the past five years, I
have really seen a shift toward ... or excuse me. I have seen a shift away
from the use of psychiatric drugs and toward the use of psychedelics.

I bring this question up because I want to infuse some personal
experience. I was detained for almost 20 years in a terrible
environment, and millions and millions of taxpayer dollars funded
mental health professionals to condition me deeply to believe that any
and all street drugs or non-prescription drugs were bad and that under
no circumstances should somebody with a so-called mental illness take
anything akin to a psychedelic. However, I get out in 2019, and I am
coming into a new world of mental health, where there really isn't a lot
of new psychiatric drugs being developed, but what we see now is the
use of psychedelics, such as ketamine and psilocybin. Can you help us
understand that?

Dr. Toby Watson:

Sure. So psilocybin and MDMA and stuff, they've been doing more and
more research upon as clinicians have been utilizing that, whether
rightfully or wrong, in the course of doing psychotherapy. I've got
continuing education courses now that I get sent to me all the time on
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doing psychedelic psychotherapy, and they're finding that it actually
seems to be helpful for certain people with certain labels or disorders,
depression, some anxiety disorders, what we call posttraumatic stress
disorder. They're finding that upwards of 50% "recovery rates," where
people had chronic symptoms now are no longer having that.

I think that the easiest, simplest answer that I can give people is that
when you add a drug to the brain, it will ... Oh, I should say a
psychedelic drug to the brain. It will have a fundamental change to your
mood, to your emotions, to your reality, to your perceptions, and it taps
into an area that you normally wouldn't probably process. So you're
firing neurons that normally don't fire.

Now, if you do this unguided, you might "have a bad trip," when people
take it and they get overly anxious, they get paranoid. They can become
aggressive or very scared, and that's why doing drugs without a guide
might not be such a good thing. But at least if they're doing it with
somebody where they feel safe, somebody that understands what's
happening, they understand the microdosing that they're doing, the
consistency of the drug, and they realize that they're able to guide
somebody in a relaxed state of mind and they're utilizing this drug as a
relaxant and something that'll tap into an area where they normally
don't have neurons firing, they're able to have neuro genesis, and
neurogenesis is the idea that we grow new neurons. We think
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differently if I teach you a math equation and you learn how to do a
certain type of geometry or some sort of algebraic equation.

So when I teach you something new, your brain is changed
fundamentally for that specific thing. So if I get you to think differently
and feel differently and bring some spirituality or new meaning to it,
something that really is fundamental to you, where you have an
experience, a big experience, that's going to shape your brain very
quickly, because you think about what our brain is. Our brain is
electricity and chemicals, and so we literally are having the bigger the
electricity, the bigger the chemicals, the bigger the reaction. If a dog
runs into your room right now and bites you in the leg, "Ah," guess
what? The next time you see a dog, you have a big reaction to that dog,
because you had such a huge experience. It was traumatic, and that just
means it was intense.

So if I'm able to give you another intense experience without it being
traumatic, but it could be a positive intense experience, where it's not
just me talking and you hear my voice, but it's my voice. It's my sight.
It's something tactile. It's something spiritual. It's something all the
senses are brought together, and then you have this counter
experience, something that is an undoing, something that is counter to
what you are used to, that can be incredibly powerful to a person to
reshape them.
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Think about with the alcohol disorders, which they've been also using
some of these psychedelics with. People have reported that when they
had a near-death experience or they had a God experience, when
they've said something that somehow it meant to them profoundly and
spiritually that when they had that experience, they put down the
bottle. They never drank again. These are the people who have drank
20, 30 years, chronic alcoholics. They've been through all the
treatments. They've been in rehab. They've done it all, and they still
can't get over it. Then all of a sudden, something happens where they
have this epiphany, this spiritual moment, and they never touch it again.
That's profound.

So I think that the psychedelics seem to be tapping into something that
we're not used to being able to tap into, and when they do that, it has a
radical change for them. That's ultimately what's happening for them.
I'm not an advocate for it, but I do recognize that ... Yeah, I'm not a
disadvocate, I should say, or advocate. I think people should experiment
and should try to find something that works for them, but have
informed consent.

Sean Gunderson:

So what you're saying essentially is that it is a legitimate tool. It may or
may not be appropriate for any one individual, but it's a legitimate tool.

Dr. Toby Watson:

Absolutely. It's a legitimate tool for people when it's used in the right
situation with the right person, with the right person who's trained in it.
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Sean Gunderson:

Okay. Now I also want to look at this same issue from a slightly different
perspective. The psychedelics movement, is it the result of or least
influenced by the drug companies pulling or reducing their funding after
decades of research into things like the biochemical imbalance have not
panned out?

Dr. Toby Watson:

I would say that I think the new push for psychedelics and other types of
treatments has come from more of a grassroots uprising, where people
realize that they weren't getting benefit from psychotropic medications
and there's too many side effects and there's too many lawsuits and
there's too much loss to the drug companies. So from the drug
companies' standpoint, they're like, "Hey, we're not developing new
drugs. We're not developing new products. We've got enough of them
out there. We've got our market share." I think they're just comfortable
with doing what they're doing, and I think that now the psychedelics are
more of a grassroots, people realizing, "Hey, we've found ways to help
ourselves that are better, with less side effects," and of course the drug
companies are going to want to capitalize on that. So I'm sure they'll do
everything in their power, just like with marijuana, to try to get involved
in some capacity in that as soon as it's able to be legalized and
mainstreamed. So I think that's what's going to happen. All right. Take
care. Nice talking to you, Sean.

Sean Gunderson:

As we learned in today's episode, the convenient fiction of the
biochemical imbalance had been known to be false by researchers and
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major influencers in the field for decades. When I walked in the door of
the historic Elgin Mental Health Center after being adjudicated not
guilty by reason of insanity, the staff knew or should have known that
the fiction they were imposing upon me was false. My terrible
experience did not have to happen. However, I also recognize that my
particular skillset is ideally suited to bring a very powerful message to a
wider audience. I am grateful to have found my direction in life, as I do
not think that others who lived similar experiences could accomplish
what I have and will in the future.

I would like to take this opportunity to review with the audience a basic
principle of the scientific method. That is reproducibility. Science is not
good science if it is not reproducible. As Dr. Watson shared with us,
every study that examines the effects of the antipsychotic drugs over
one year showed that people do better in the long-term with as little
exposure to antipsychotic drugs as possible. As the fiction directs us to
believe that so-called mental illness is a lifelong brain disease, we have a
responsibility to integrate these scientific findings into a new social
narrative.

Dr. Watson also helped us to understand that psychiatric drugs are
powerful chemicals that alter the functioning of the brain. We know
that they do not correct a fictional chemical imbalance, but that they
can create a real one. As the fiction depicts a chemical imbalance as an
unwanted pathology, we have the responsibility to integrate this into a
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new social narrative. If we do not think people should have chemical
imbalances, we should seriously reconsider how and when we use such
drugs. Perhaps they have a place in treatment, but if we do not
integrate this information into a new social narrative, then we will
continue to create chemical imbalances and construct related fictions
instead of helping real people. At some point, individuals will have to
wake up and align our actions with our intentions. We can tell ourselves
stories all day and do so with good intentions in our hearts, but when
our actions contradict our intentions, this is a sort of folly. Our actions
actually put us further from our goal of helping people.

I want to share a personal experience with all of you. Just before I
committed the NGRI offense, I was put on Risperdal and Celexa, both of
which have aggression and homicidal thinking as so-called side effects.
As Dr. Watson put it, these are not side effects. They are just the effects
of the drugs I was on. Furthermore, he said that periods of time when
these drugs are started or stopped are sensitive times that need to be
monitored closely for adverse effects, like aggression. At no point did
the highly trained medical professionals evaluating me during the court
process investigate the possibility that the drugs led to my offense. I
was put on Risperdal about one month prior to the offense and Celexa
less than one week before the offense.

I personally believe that the psychiatric drugs led me to commit the
offense, as I was a pacifist youth who did not like to participate in fist
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fights, let alone attempted murder. Indeed, my idols were Martin Luther
King, Jr. and Mahatma Gandhi. Perhaps this was not investigated
because it, too, contradicts the fiction that psych drugs fix chemical
imbalances. This is the fiction that the court system and the public has
come to accept as scientific fact. Analogous to the story of the boy who
cried wolf, even if my evaluators believed that the drugs played a role in
the offense, they probably would not have been able to convince a
judge or a jury.

Dr. Watson also reminds us that grassroots change is possible. For
decades, millions of taxpayer dollars were spent to deeply condition me
to believe that drugs like psilocybin and ketamine were drugs of abuse
and should never be used under any circumstances by individuals with a
psychiatric diagnosis. This message was so strong that I and other
inmates would openly joke that this message could be summed up as
such: If a drug makes you feel good, it must be bad for you. If it makes
you feel bad, it must be good for you. Psych drugs, especially
antipsychotics, are generally unpleasant to take and really do induce
states of dysphoria. However, if clients and professionals outside of
mainstream authorities can successfully contradict the message I was
conditioned with and use psychedelics in therapy, I believe that there is
hope for broader grassroots change. This means that we each must take
the responsibility to question thoroughly the fiction when we encounter
it.
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EPISODE 3 LINK AND TRANSCRIPT
Episode 3 A Future of Possibilities:
https://drive.google.com/file/d/1HqAbnfhZzXO0d_P5gwKcdipHdlQAjLcv/view?usp=sharing

Sean Gunderson:

Welcome to episode three of my podcast, Uncomfortable Conversations
with Psychiatric Survivor: Exploring the Paradigm Shift in Mental Health.
As the evidence against the standard narrative of so-called mental
illness continues to mount as a result of ongoing scientific investigation,
researchers are exploring alternatives to this standard narrative. These
alternatives include both conceptualizations and treatments for what
we currently call mental illness.

It is unclear at this point what the fate of the concept of so-called
mental illness will be as time goes on. Indeed, as biological explanations
go unsubstantiated by science terminology related to presumed
biological pathologies may or may not persist. The foundation of the
legitimacy of alternative conceptual frameworks for understanding socalled mental illness is the reality that we currently do not understand
what so-called mental illness actually is.

Certain stakeholders in the dominant paradigm surrounding mental
health may hope or believe that so-called mental illness is the result of a
discoverable biological pathology. This hope or belief is not wrong in
itself, and the future may reveal that it is indeed scientifically verifiable.
However, as our science is and has been inadequate to discover a
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possible biological pathology, the field is primed to finally acknowledge
what is known and not known regarding so-called mental illness.

It is important to not merely stop at the lack of a presumed biological
pathology, but to appreciate the greater significance of this, which is
that we do not even understand what so-called mental illness is as a
distinguishable phenomenon from our everyday consciousness. In other
words, we know that people think and behave differently, and often
need help from their communities to return to normal functioning in
society. Yet our knowledge turns into hope, belief and speculation
beyond this point. Once we know what we do not know, then we can
begin to validate alternative conceptual frameworks.

One common alternative is to remove diagnosis from the equation.
Numerous researchers, including Dr. Sami Timimi, have concluded that
psychiatric diagnoses, such as those found in the Diagnostic and
Statistical Manual or DSM cannot point to an ideology, are not
scientifically valid, are not reliable, do not lead to better outcomes, can
increase stigma, and are western ideologies imposed on members of
non-western cultures.

Beyond diagnoses themselves, there are alternative conceptual
frameworks that can be applied to help the so-called mental ill. The
documentary film Crazywise explores the connection between initial
episodes of psychosis in the western world and shamanic initiations
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among various indigenous cultures. Director Phil Borges has over 25
years experience in documenting indigenous cultures around the world.

Specifically, the onset of psychosis is described in nearly the exact same
manner as a shamanic initiation. That is when the shaman to be feels
the calling to become a shaman. What differs is the cultural context and
the interpretation of the experiences by the community. In addition to
the similarities with shamanism of indigenous cultures, so-called mental
illness should not necessitate a forfeiture of autonomy.

The Partners for Change Outcome Management System, or PCOMS, is a
client centered, not diagnosis centered model. It is structured to allow
the recipient of services to take a lead role in their own recovery. The
PCOMS is a more egalitarian model that results in a partnership
between the recipient and service providers, one in which there is no
imposition of ideologies upon the recipient.

Open dialogue therapy began in Finland, and is gaining popularity
among mental health professionals searching for alternatives to the
traditional medical model. This therapy is also more egalitarian, and
seeks to have recipients and their loved ones talk about important
issues during an acute mental health crisis. It also provides for
continuity of care to ensure long-term recovery.

Another popular model is the Soteria house. The name for the Soteria
house comes from a National Institutes of Mental Health funded
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program in the 1970s, which provided a community-based setting for
those with schizophrenia. Recipients were offered an alternative type of
treatment in which the goal was not symptom control, but rather to
help the recipient understand and integrate their own psychotic
experience into their lives. So-called mental illness was
reconceptualized as a crisis of living. The model of Soteria house created
in the 1970s has since been replicated with positive results.

Yet another alternative is the peer respite, which is a safe and
supportive environment where those experiencing or otherwise at risk
for so-called mental illness can go to find healing from the psychological
distress that brought them there. Peer respites are managed primarily
by those with lived experience with so-called mental illness, not
clinicians. Research has shown that peer respites can reduce inpatient
and emergency room psychiatric services.

I now welcome to the podcast psychiatrist Dr. Gail Tasch. In our
conversation today, Dr. Tasch and I will explore some alternatives to
standard mental health treatment. Dr. Tasch has extensive experience
working with the court system, and she will share some of her
experiences regarding alternative treatment models.

So, today I would like to welcome psychiatrist, Dr. Gail Tasch to my
podcast. Dr. Gail Tasch, can you please introduce yourself to the
audience, and please explain your background, your credentials, how
you got here.
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Dr. Gail Tasch:

Hi. I'm Dr. Gail Tasch. I'm a psychiatrist. I live in Wisconsin. I met Sean
because I was asked to be an expert witness in his legal case, and I'm of
the type of psychiatrist that is questioning our current standards of
treatment. Psychiatry has a history of very controversial treatments, like
lobotomies, insulin comas that have been used in fairly recent history.
And currently the state of the art in psychiatry is using psychiatric
medications, and a lot of psychiatric medications for people that have
serious mental illness.

I have been in practice for over 30 years, and as I said, I question
everything now, and I try to think about the best way we can treat
people. After a lot of research and learning about like Robert Whitaker,
who wrote a book called Mad in America, I've discovered that we may
not be giving people the very best treatment we can, people that have
serious illness such as schizophrenia or bipolar disorder.

Sean Gunderson:

Thank you. Okay. So, to be clear, you are a medical doctor. You are an
MD psychiatrist. Is that correct?

Dr. Gail Tasch:

Yes.

Sean Gunderson:

And when you first started your training in the field of psychiatry, in
medical school, were you of the same professional opinions that you are
today, or was there a change?

Dr. Gail Tasch:

Well, when I was in my training, over 30 years ago, I did my psychiatry
residency and my internship at Mayo Clinic in Rochester, Minnesota. So,
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at that time, psychiatry was not just pushing medications and
prescribing medications for anything. Nowadays, if you're anxious, you
take an anxiety medication. If you're depressed, you take medicine for
depression.

So, in my training, we actually studied different types of treatment for
mental disorders and mental distress. We would study even
psychoanalysis and Jung, Karl Jung or Jungian psychotherapy,
psychodynamic therapy, insight-oriented therapy. So, we learned about
different schools of thought. Psychiatry used to be about the mind and
how people came to be, their personality, their upbringing, their family
history, their relationship with their mother.

But in the 1980s, it changed so that the style became biological
psychiatry. And it is now thought that anxiety or depression, for
instance, is a chemical imbalance. That's a theory. It's never been
proven. But the thought now is that there is some abnormality in the
brain when somebody has a mental condition, and that normality needs
to be fixed with a medication.

Sean Gunderson:

Interesting. So, when you were undergoing training, it sounds as if your
field was actually kind of in transition from accommodating more broad
perspectives to what happened subsequent to your training, which was
the field became intensely focused on conceptualizing so-called mental
illness as a yet to be discovered biological pathology.
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Dr. Gail Tasch:

Exactly. I mean, psychiatry used to be about therapy, and the
relationship between the therapist and the patient. I mean, Sigmund
Freud is the most famous psychiatrist ever.

Sean Gunderson:

Yes.

Dr. Gail Tasch:

I mean, I'm not a big fan really, but he wrote many books, and he was
quite well known for his theories about the child's relationship with
family members, especially the mother, and all the dynamics that took
place within a family during upbringing. And that's what psychiatry used
to be about.

Sean Gunderson:

Yes.

Dr. Gail Tasch:

Years ago, people underwent psychoanalysis, which might mean laying
on a couch. People think about psychiatrists and a couch. But it used to
be that people would land a couch and free associate and say things
that came to mind, and they did this maybe five days a week for three
years for an hour. And of course there are still people that do
psychoanalysis. Absolutely. But not many, of course. But psychiatry is
now mainly medication management. Anybody that goes to see a
psychiatrist is probably going to be put on a medicine, regardless of
what they have.

Sean Gunderson:

Yes. It sounds as if there has been a sort of division of labor. See, of
course you know I have plenty of personal experience subject to
involuntary treatment, and it sounds like the psychiatrist or the
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psychiatry of yesteryear was a little bit more of a blending between
what we know is psychiatry today and what we know is psychology
today-

Dr. Gail Tasch:

Right.

Sean Gunderson:

... where psychologists are focused on the mind. But now, they're kind
of divided. I mean, you have the psychiatrists who write medication
prescriptions, and in many cases, and definitely in my experience, don't
do really anything else. And then you have psychologists, and these are
doctors too, but in general, they can't prescribe medications, and they'll
focus more on the psychotherapy or the talk therapy, if you will.

Dr. Gail Tasch:

Exactly. Yes. And some psychiatrists still do therapy. There are a few.

Sean Gunderson:

Yes.

Dr. Gail Tasch:

But what drives the world, you don't really make a lot of money. I mean,
if you can see four or five patients an hour and you're charging for a
medication management visit, it's much more lucrative to do that than
do a 50-minute hour, traditional psychotherapy appointment. I mean, I
have done therapy, because years ago psychiatrists did therapy and I'm
old. And now it's been, as you say, differentiated, where mainly
psychologists, social workers, therapists are doing the psychotherapy or
counseling.
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But I mean, even when I did medication management for years, just
being a basic, regular psychiatrist, I really knew what was going on and
wanted to know what the family dynamics were, what the problems
were in their life. I mean, I really tried to put in my little brand of
insight-oriented psychotherapy. I mean, even then, I never believed that
medication was enough.

Sean Gunderson:

In your experience... I'll have my own experiences with this, but in the
field of mental health, there is a lot of talk about problems with
treatment adherence. Patients don't want to take the medications or
don't want to participate in the treatment. What are some of those
barriers? What causes this? Are you aware of anything that might cause
a patient to be reluctant to participate in treatment?

Dr. Gail Tasch:

Well, if you're talking about in treatment, you're talking about
medications.

Sean Gunderson:

Yes.

Dr. Gail Tasch:

And the adherence is extremely poor. In fact, I've heard figures as low
as only 3% of people are fully compliant with their psychiatric
medications. I'm talking about people that are seriously mentally ill.

Sean Gunderson:

Yes.

Dr. Gail Tasch:

But they even did a study. Dr. Lieberman, big name in psychiatry, did a
study called the CATIE study, clinical antipsychotic treatment profiling.
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And they discovered that the non-adherence was up to 80%
nonadherence.

Sean Gunderson:

Wow.

Dr. Gail Tasch:

And that was for two main reasons. One, lack of efficacy and two, side
effects. People don't want to take the medicine, because they don't like
the way they feel on it. They don't like the side effects. We think that
the meds work, but they don't really work that well. It's almost like
magical thinking in psychiatry. Oh, you have depression. Take this
medicine. You won't be depressed anymore. If you're psychotic, you're
hearing voices. Take this medicine. You won't hear voices anymore.

But it just doesn't really work that way in real life. In real life, they try a
med. It doesn't work. They add a second med or increase the dose.
Maybe add a mood stabilizer and then something for anxiety, and now
they can't sleep, so then you add a sleep medication. So, people end up
on what we call polypharmacy, taking four or five medications.

Sean Gunderson:

Yeah. It really sounds like what we refer to as mental illness is a very
complex issue. Like you were saying, even when you were doing your
standard medication management psychiatry, you were still trying to
look into the person's history, their behaviors, and all these other subtle
complex factors that were making them behave in a manner that we
would consider mentally ill. And it sounds like this story that is
promoted within biological psychiatry is just an oversimplified story. It
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doesn't play out in reality. It would be convenient if it were true, but it's
not.

Dr. Gail Tasch:

Yeah. I think you could say that. It's almost... I hate to say this, but as a
psychiatrist, it's like a belief system. And really, and I'm going to say this,
because I really felt I was brainwashed.

Sean Gunderson:

Yeah.

Dr. Gail Tasch:

And I started questioning things when I saw this one psychiatrist in
particular who was so over drugging kids, and they were coming on my
inpatient unit, and I just thought, oh my gosh, this is so bad. And then I
opened my eyes to what was really going on. And then I'm a fan of Dr.
Mercola, who has the number one natural health site online, and he had
a page and a video interview about Robert Whitaker. And I read Robert
Whitaker's book, Mad in America. Started going to conferences. Actually
met Robert Whitaker in person, and that opened my eyes. Just learning,
learning, learning, and looking at everything from a different
perspective.

I mean, not just psychiatry, but as a hospital doctor, I go to different
floors doing consults, and I'd do three consults, and two of them would
be people suffering severe side effects from their medical medications,
such as being very confused from overdosing on their hypertensive
medication or psychosis from prednisone. So, it's not just psychiatry.
Everything is to make money in medicine. It's a business through and
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through. We try to think we're helping people, but we are only helping
people if we can offer them expensive treatments, and that doesn't
necessarily mean they're going to get the best treatment.

Sean Gunderson:

Yes. And I think that's really where the convenient story of things like
the biochemical imbalance really fit in. People can just easily accept it.
They can easily conceptualize it. Chemical imbalance, pill to fix it. What
more needs to be said? But as you've talked about thus far and as I have
laid out in this podcast so far, it's just not that simple.

Dr. Gail Tasch:

Correct.

Sean Gunderson:

And so, we might end up causing more harm than good with our
standard treatments. I think, just like you were saying in our
conversation today, you started questioning things. And I think that's
really important in the field of mental health. I can't really comment and
I'm not going to comment on other branches of medicine, but in the
field of mental health, I think it's absolutely imperative that everyone
starts questioning what the official story is, whatever that is.

But I want to pivot now, and I want to start focusing on some hopes for
the future. Right now, the state of our field of mental health in this
country is at odds with the United Nations. I think outside of this
podcast, I had shared with you that document from the United Nations
in 2018, where they pretty much came out and said that the standard of
care in the western world amounts to human rights abuse and torture,
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and that the underlying foundation for this problematic situation is the
biochemical imbalance hypothesis.

So, that, I believe, is where we are going in the scientific paradigm shift
as more and more people start to wake up and realize that traditional
psychiatry really causes a lot of damage. I think the UN has really
provided us with a solid framework on how to move forward.

But one of the things that I want to... Excuse me. One of the things that I
want to focus on in the UN report is its emphasis on patient centered
therapy, as opposed to diagnosis centered therapy. And correct me if
I'm wrong, but patient centered therapy emphasizes finding out what
the patient wants to do, what they think will benefit them, as opposed
to diagnosis centered therapy, which would be just prescribing
standardized treatments that go along with specific diagnoses. Is this a
correct understanding of the difference between the two?

Dr. Gail Tasch:

Yes. Yes, it is. Hopefully we're going in that direction. There's a lot to be
done. It is more a cookbook now. If you are anxious, take a pill. If you're
depressed, take a pill, rather than seeing what needs need to be met for
the person.

For instance, one therapy that was discussed on a Mad in America
webpage is the use of minor or extremely small doses of medication.
And I think that these psych meds can be way more effective when
somebody is indeed severely psychotic and this is an acute situation I
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think, and that nowadays, if you are psychotic, you're going to get
hammered with huge doses of antipsychotic medication and mood
stabilizer. But I think using very, very small doses or minimal medication
management, it's called-

Sean Gunderson:

Okay.

Dr. Gail Tasch:

... is one way to go.

Sean Gunderson:

Okay.

Dr. Gail Tasch:

And then people don't have the big withdrawal effects. I always tell
people, you may not always need medication, because a lot of
psychiatrists say you will always need medicine, as a customer for life.

Sean Gunderson:

Yeah.

Dr. Gail Tasch:

I tell people... I work with this therapist, and she's aligned with my
thinking, and she graduates people out of her program. She's real big on
med withdrawals. Sometimes we've managed people together. But I
want people to exit the system, graduate out of the mental health
system, and in general the mental health system doesn't provide for
people to get out. Social workers think, well, you're going to stay in
commitment. You're going to stay in the group home. You've got to take
your meds, and that's their life. And I think some people are not
fulfilling their full potential in their lives. So, I think that in my sphere,
we are quite hopeful.
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I'm working with Attorney [ Elizabeth Rich 00:25:12], and we just got a
guy off commitment two weeks ago. He was quite psychotic, honestly,
but the lawyer was really terrific. We had a good jury. It wasn't a judge.
Judges routinely find for the county. The judges go along with the
prosecutors, usually. We had a jury trial, and I've got two more jury trial
scheduled. So, we're fighting for people's rights.

Sean Gunderson:

Yes.

Dr. Gail Tasch:

And as you said, the world... I'm sorry, the UN is correct. It is quite a civil
rights abuse to be in the mental health system, especially under
commitment. So, I think a lot of the public defenders in my state are
understanding better and better how to defend people that are getting
under guardianship or mental health commitment that don't really need
it. Because for years, it's been a rubber stamp procedure for
commitment and guardianship. And this attorney Elizabeth Rich and I
have had some really good success getting people off commitment and
getting people off guardianships that they may not need.

Sean Gunderson:

Amazing. So, it sounds like, from what you're describing, as court
personnel start to interact with people like you and your colleague,
Elizabeth Rich, more and more, they start to get it. They start to
reconceptualize so-called mental illness as being far more complex than
the simplistic narratives that are promoted. And it sounds like it's a
good thing, that you're changing minds. It might not be a lot of minds. It
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might just be in your small little community, but that you're making a
positive impact, it sounds like.

Dr. Gail Tasch:

Right. And we're working on cases throughout Wisconsin. And we did
give a talk to NAMI, National Association for the Mentally Ill in
Wisconsin, and most people thought we did okay, but there was some
pushback, because when people make their living having people on
commitment, they aren't happy hearing about alternatives to
commitment.

Sean Gunderson:

True.

Dr. Gail Tasch:

But we are making an impact.

Sean Gunderson:

Good. And I strongly encourage you to keep doing that. As a survivor of
standard psychiatric treatment, every little bit counts. And so, you just
being informed yourself, and passing that along to other people in your
professional interactions with them, I think that makes a world of
difference. And you're definitely not alone, but I think that the field of
mental health needs more people like that, who are informed and who
are going to do the right thing with that information.

Dr. Gail Tasch:

I agree.

Sean Gunderson:

So, some of the other alternatives that I want to go over are things of
course that I've researched, and I'm sure you're familiar with most if not
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all of these, if you don't actually practice them yourself. One of them is
a Soteria house. Are you familiar with that?

Dr. Gail Tasch:

I am. I actually read the book by Lauren Mosher. There are a few houses
in California and maybe out east, but that is not a system that is readily
available as a viable alternative now, but we should be providing that
type of service, because it may not be the best for some, but there are
going to be individuals that could be best served by that type of
treatment.

Sean Gunderson:

Yes. And it sounds like with treatment, it's really important to find out
what the individual prefers, what they feel comfortable with, and the
United Nations said that. And some people might honestly feel
comfortable with the standard psychiatric treatment, but there are also
plenty of others who will not. And I think that you're highlighting that
it's important have those alternatives available, and not just try to
coerce or force people into standard psychiatric treatment.

One of the things that I appreciated about Lauren Mosher and Soteria
house was that he said that mental illness was reconceptualized as a
crisis of living. And I think this is extremely important, because I'm
speaking from personal experience. Back in 2001, 2002, when I was
struggling with what would be called the onset of psychosis, there was a
deep part of me that knew that what I was going through, number one,
was not normal. So, I recognized my own abnormality at the time.
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Number two, I also recognized that this wasn't pathological. Okay?
Incidentally, the very next day after I had this initial spiritual experience
that sort of precipitated the onset of psychosis, the very next day, I
went to talk to a Catholic priest. I was quite of the mindset that this was
a spiritual thing and not a biological pathology.

Ultimately, we will never know, but it's just the point that I knew deep
within me that this was a spiritual thing, and I was subsequently forced
into standard biomedical psychiatric treatment, which I vehemently
resisted. And so, I'm just sharing that experience to underscore the
importance of finding out what the patient or the individual afflicted
with the so-called mental illness, what they want. What they think will
help them. And I think when we reconceptualize so-called mental illness
as a crisis of living, we actually put all the stakeholders, including the
patient, in a position to do that.

Dr. Gail Tasch:

Well, I certainly agree with a spiritual approach for some people, or as
part of a full type of treatment. I really am liking some spiritual teachers
that I follow, such as Eckhart Tolle, T-O-L-L-E. He wrote a book called
The Power of Now, and he has lots of information and videos about how
to deal with anxiety, how to deal with depression. And I think his
approach is terrific, and I frequently recommend it to patients. I think a
spiritual approach is of paramount importance. With an acute psychotic
episode, it could be a spiritual battle thing, but whether or not one can
reach that person in a spiritual way is one thing.
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Sean Gunderson:

Yes.

Dr. Gail Tasch:

But I think for people that need some help in the long-term, I totally
believe that a spiritual approach can be so important, especially for the
long-term.

Sean Gunderson:

Yeah. And I agree with that, just because, in general, spirituality is an
integral aspect to our human existence. We tend to believe that there is
something greater than us, whether we call it God, Allah, Buddha, or
just the universe, we tend to believe that there's something greater
than us as human beings. And I think that you are correct, that
especially when we're talking long-term recovery, it's very important to
appeal to the individual spiritual side, whatever that might be.

And that can only be determined by the individual. I happen to love
meditation and yoga. Somebody who has very little experience with
that might prefer prayer or going to church or whatever it might be. But
whatever the case is, I just think that everything thing that we're saying
in this conversation underscores what the UN has said, and that is to
put the power in the hands of the patient to sort of guide their
treatment, and to have the treatment team assist them.

Because you're right. People in acutely psychotic states aren't really in
the best of mine to be able to tell the treatment team, "I need steps A,
B and C in order to get well." But I think truly compassionate clinicians
can help elicit that from people, even in actively psychotic states.
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Dr. Gail Tasch:

Right. And Peter Breggin, Dr. Peter Breggin has written a lot of books
about psychiatry. He's called The Conscience of Psychiatry, and he has a
radio show, and he talks about how people need love, and he believes
highly in a spiritual approach to treating mental health concerns. And I
totally agree with that. As I said, I frequently recommend the spiritual
teacher Eckhart Tolle, and maybe one could go as far to say that a lot of
problems that people suffer from could be related to spirituality and
their lack of it.

Sean Gunderson:

Oh yeah. Yeah, definitely. So, I think an integrated approach is
necessary, and when we have a legal system set up to just send people
right into biomedical psychiatry, I think we're doing everyone a
disservice, starting with the individual receiving the treatment, but
extending to their loved ones, and ultimately the community. Because
people are just far more complex than their brain chemicals, and we've
already established that it's not even known to be a brain chemical
issue, so all the more reason to adopt a far more nuanced and complex
approach, with the intention of honestly helping people get better.

And when I say that, I'm talking about people who feel better inside,
and whose community says, "Yeah, we see a positive change in you
too." So, it's not all one or the other, which I think sometimes that's kind
of what happens with our standard treatment, is we either have the
mental health professionals trying to impose wellness on somebody,
saying that you're better, even though they might be living with
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akathisia, which by the way, for the audience... Can you explain
akathisia for the audience, Dr. Tasch?

Dr. Gail Tasch:

Sure. Some of the psychiatric medications, especially antipsychotic
medication and also antidepressant medication, have a side effect
called akathisia, which is an inner restlessness. People can't sit still. They
stand up, they get down. They pace. A lot of times, inpatients will be
pacing up and down the halls because they can't stop moving. It's a very
uncomfortable feeling. People describe it as feeling like they want to
jump out of their skin, and it can be so severe that people feel like
taking their own lives.

And it's a major problem in the hospital. It's under recognized so much. I
just talk about, on an inpatient unit, how people come in and they're
psychotic and they're hearing voices. They come in through the
emergency room on a voluntary basis, and then they're loaded up on a
lot of medication, and then in the middle of the night, they're becoming
violent because their akathisia's so bad. And the doctors don't recognize
it as akathisia. They said, "Oh, these people have mental issues and now
they're violent," but it's a terrible, terrible problem that is, in my
opinion, under appreciated and under recognized.

Sean Gunderson:

Thank you. Yes. From the perspective of somebody who has
experienced akathisia directly and been forced to experience it through
forced medication, I would just call it torture. That's the best way to
describe it. It's just this torturous mental state that's simultaneously one
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of the most scariest mental states you could ever be in, because it's
coming from inside of you. It's not like physical torture, where you can
see if somebody's harming your body, that the source of the pain is
coming from without. With akathisia, it's so insidious that you realize
that the torture is coming from within you, and there's nothing that you
can do to change it.

So, thank you for sharing that with us, and also giving me the
opportunity to share my own patient perspective, if you will, on
akathisia. But to get back to the main idea, I think it's definitely possible
that we find a situation in which all the stakeholders agree on a course
of treatment, and that would be a win-win situation.

I love the book, The Seven Habits of Highly Effective People by Steven
Covey, and in this, he really promotes the idea of a win-win situation.
That these win-win situations exist in any human interaction, but we
have to be able to find them, and we have to put ourselves in a position
to find them. And I think that starts with the clinicians. If we're talking
about finding a win-win situation with a treatment team, having the
patient at the center of the treatment team, to find a win-win situation
with an acutely psychotic patient, that clinician needs to have put
themselves in a position where they can actively seek out and
successfully find a win-win situation.

And that, I think, takes compassion, education. The broader education
about which we've been talking, not the very narrow biomedical model
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education, but a broader education. So, I think that when the treatment
teams are adequately informed and when they're compassionate
enough, and when they believe that a win-win situation can be found, I
think that's when they're going to find it.

Dr. Gail Tasch:

Yeah. That would be great, Sean. I think we have a lot of work to do to
get there, because it would be a big lose-lose for the pharmaceutical
industry if people got the kind of treatment that they desperately need
and deserve, because everything now is just all about money. Follow
the money. The biggest drug right now is Abilify or aripiprazole, and
they've now developed a long-term injectable that costs $3,500 a shot.
And I have people on that, and the only reason they're on it is because
it's the latest and greatest from the pharmaceutical industry, and
they're suffering akathisia from it.

Sean Gunderson:

Yes. From my understanding, you have adequate experience in dealing
with medication withdrawals. I'd like to ask you just a few questions to
essentially inform our audience about medication withdrawals. These, I
believe, are actually a significant factor in any treatment setting,
especially when we're dealing with forced treatment, and you also
brought up about how few patients are actually fully compliant with
their prescribed medications. So, I think it's imperative that we
understand medication withdrawals, which includes, if I am correct,
how some clinicians might misperceive a medication withdrawal as
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some sort of symptom of a mental illness. So, how do medication
withdrawals happen, Dr. Tasch?

Dr. Gail Tasch:

Well, some people just stop their meds, and some doctors change meds
quickly and too abruptly. I tell people, patients and families, doctors,
nurses, social workers, we don't get training on how to withdraw
medication. We're told that antidepressants really don't have much of
withdrawal. It's called discontinuation syndrome, but antidepressants
could have very severe withdrawal.

And people say, "How come nobody told me? I can't get off this
medicine. I'm just struggling so much to get off this medicine." And they
were never told. And so, when people are on antidepressants and
benzos and such, I always say, "Just so you know, these medications
have a potential to have severe withdrawal. If you take them for an
extended period of time, like two, four, five, 10 years at least."

But so, I think medication withdrawal for psychiatric medications is its
own art form. I've made some big mistakes. I've learned a lot. It's been
kind of trial and error, but I do have some ways of doing medication
withdrawal that I learned for myself.

It's so important that people understand that these drugs, these psych
drugs are really not made to be taken for a long period of time. When I
was in my training, we would tell people, "You need to be on an
antidepressant, but only take it for six to 12 months." When I was in my
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training, when somebody had schizophrenia, they would supposedly
have several episodes of psychosis over a period of time. We didn't
always medicate in between. Or someone could have episodes of major
depression, but we didn't always have what we call now maintenance
doses.

So now, everybody stays on me since forever, and they really don't work
forever. Actually, in the clinical terminology, I've heard so many
teachers instructors say that the antidepressants, the SSRIs poop out.
They stop working after six months, so once you change the medicine,
or really ideally have therapy and address what the real problem is. But
these medicines are now given and prescribed year after year after
year.

And when it comes to change, some doctors change too abruptly,
especially let's say somebody's been on a medicine for five or seven
years, and one could have their very severe withdrawal effects. Doctors
usually believe that those severe withdrawal effects that usually happen
immediately with the drug stoppage or reduction, and the doctor
believes that it's emergence of symptoms. See? You really are
depressed. People get so agitated maybe when the antidepressant is
withdrawn or reduced, and the agitation is a withdrawal effect. Because
the agitation isn't a symptom of depression really. But it is, in my
opinion, a very difficult thing. We should make it its own field of study, I
think.
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Sean Gunderson:

Yes. It sounds like, based on all the research I've done and what you've
been saying, that what we would call so-called mental illness is really a
phenomenon that we don't fully understand, but we know it's definitely
not the result of... or at least as our science can tell, the result of some
sort of biochemical imbalance. So, we really haven't identified any
underlying biological pathology for so-called mental illness. However, it
sounds that with regard to psychiatric medication withdrawal that the
called symptoms of psychiatric medication withdrawal sound like
they're just a physiological reaction to the withdrawal. Is that a good
way to conceptualize it?

Dr. Gail Tasch:

Yes. It's the same as if somebody was in alcoholic delirium, tremens, or
an opioid addict experiencing withdrawal from heroin or something. If
somebody's on a medication that's a downer or a central nervous
system depressant, like a benzo or antipsychotic, which are downers,
and you stop them abruptly, the withdrawal effects are usually the
opposite. So, if one is addicted to a stimulant, then the withdrawal
effect is the opposite, is sedation and fatigue. But it's the brain adjusting
to the withdrawal of the chemical that it became accustomed to and
acclimated to

Sean Gunderson:

Fascinating. Absolutely fascinating. And I would agree, having lived
experience, that it's imperative, that clinicians are able to, number one,
be aware that medication withdrawals do exist, and two, to have
training in how to help a patient through that. Because it might be very
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scary for a patient, and I think it's even scarier if they're given the
message that it's their so-called mental illness coming back, because
this is a physiological response to the abrupt withdrawal of an
exogenous substance, being the psychiatric medication itself. And so, to
try to frame it as a mysterious mental illness, which we don't even know
the etiology behind that, I think that's a substantial disservice to
patients.

Dr. Gail Tasch:

Yes, yes.

Sean Gunderson:

I do want to... Okay. So, you're familiar with my situation, and I've said
on more than one occasion in this podcast series already that I was
detained for almost 20 years in an inpatient psychiatric facility. I
survived that. I'm grateful for every moment of my life since surviving
that. However, I live with permanent damage, including physical,
mental, and sexual. I was just abused in various ways while I was in
there. And I've come up with a term to describe that permanent
damage, which is iatrogenic destruction. Iatrogenic, for those who don't
know, means caused by the treatment. Is that correct, doctor?

Dr. Gail Tasch:

Yes, it is.

Sean Gunderson:

Okay. So, iatrogenic destruction is essentially permanent damage that
results from the psychiatric treatments that one was subjected to. So,
would you agree that this phenomenon is not unique to me, that there
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are plenty of other people who have permanent damage as the result of
psychiatric treatment?

Dr. Gail Tasch:

Yes, yes and yes. I mean, iatrogenic destruction, I think that's a good
way to describe it, and in the Mad in America website newsletter...
There's this newsletter that comes out every week, and I read about
these people that have been on psych drugs for years and their lives are
ruined. They never fully recover physically or emotionally from years of
psychiatric abuse.

I see people that... Years ago, my partner would tell the person she's
schizophrenic, and this lady I knew from 30 years ago, she was a patient
of my partner, and then she surfaced again. She was admitted to the
inpatient unit that I worked on, on the adult unit. I was working on the
children's unit, and I happened to be on call. And she never did well her
whole life, but there was no reason she shouldn't have done well. She
was smart. I don't think she had schizophrenia. But I think this doctor
made her real dependent on the system, and she was a mess.

And she's like 70s now, but honestly it is a heartbreak for me, working in
a hospital and seeing adolescents and adults, their lives are ruined,
honestly. And some of the nurses and social workers are on board with
me, but it is a difficult thing to see. If it was just one, it would be one too
many, but I just see people getting loaded up on medicine, different
combinations of medicines. They might not be able to work anymore.
They kind of fall down the socioeconomic scale, and they think they
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have mental health difficulties, but they really have mental health
treatment difficulties. So, it's something I see a lot. It's a passion of mine
to try to fix and correct, and I feel like I'm helping some people, but not
near enough.

Sean Gunderson:

Thank you. Okay. So, I mean, I think we've established that permanent
damage resulting from psychiatric treatment is just entirely too
common. Now, you may not be aware, but are you aware of any studies
that try to give a figure of this?

Dr. Gail Tasch:

No, no. There is a study done by a [ Dr. Reed 00:51:37] in England about
withdrawal, and he noticed that... I don't know. This is not even relevant
to your question, but he did a study that showed that 50% of people
withdrawing from antidepressants have severe withdrawals. So, there's
a few studies, but this is not something one would study. Of course, I'm
a medical doctor. The medical studies that are done are ones that can
find a blockbuster medicine.

Sean Gunderson:

Yes. That's where the funding would go.

Dr. Gail Tasch:

Yeah. So, they're to find the next blockbuster treatment for bipolar
disorder or schizophrenia, or the next blockbuster treatment for
dementia, even though there's ways to prevent dementia. There's no
money in that.

Sean Gunderson:

So, what you're saying is that researchers and organizations that fund
researchers really don't have a financial incentive to even conduct
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studies to find out how many people were permanently damaged by
psychiatric treatment. Is that a fair understanding of the situation?

Dr. Gail Tasch:

Yes.

Sean Gunderson:

Okay. So, just to share with our audience, I kind of want to
reconceptualize this, to make clear how significant something like
iatrogenic destruction really is. Okay. So, I'm not going to throw out any
specific figures, because we don't have any data to support that. So, I'm
just going to use the variables X and Y.

We're going to say that X percentage of people who go through
standard psychiatric treatment, they result in some sort of iatrogenic
destruction. It could be physical, psychological, and/or sexual, or a little
bit of all three. And those people are essentially sacrificed into a state of
permanent damage, so that Y percentage can fall on a range of
outcomes, ranging from a poor outcome, which would be like no
results. For example, somebody with depression goes to see a
psychiatrist. They put them on an antidepressant, and after a year or
two, they're just as depressed as ever and they stay depressed.

Or it could be kind of mediocre outcomes, where somebody has
intermittent problems, and they see some successes here and some
failures there. And then maybe at the other end of the spectrum,
there's ideal outcomes, which I'm sure they happen here and there,
where somebody is experiencing a mental health issue and they go into
123

a treatment facility, and they find the help that they're looking for, and
they just feel better. So, just to put it in perspective, people like me,
we're just thrown into the sacrifice in order for the Y percentage of
people to fall on a spectrum that ranges from poor to mediocre to ideal.
To me, not only is that not worth it, that's totally barbaric.

I mean, just think about it, Dr. Tasch. You know my parents personally,
too. Imagine what my parents would've done 20 years ago, if they
would've been told as part of the informed consent process, "Yes, Mr.
And Mrs. Gunderson. There is an X percentage chance that your son,
Sean, is going to end up with a permanent injury as a result of this
treatment." I can guarantee you, they would've looked at treatment a
lot different. Don't you agree?

Dr. Gail Tasch:

I agree. I agree. And there is no way. How do people find out? People
don't have informed consent.

Sean Gunderson:

Yeah. Yes. And that is a whole nother issue that is extremely important,
and I'm just kind of pointing out that iatrogenic destruction as
something that should be part of informed consent. But why don't you
just share with us some of the other issues that would arise, or some
other problems, excuse me, or deficiencies that are related to our
current informed consent process?

Dr. Gail Tasch:

Well, there isn't much of informed consent in psychiatry. People aren't
told all the downsides. Okay, so they might be told, "Well, you could get
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a headache. You could get a stomachache." But the real serious side
effects, for instance, with antidepressants is suicidality. Although the
black box warning the FDA has says, "Suicidal thoughts and behaviors is
a side effect for adolescents and young adults up to 24 years of age,"
one can see suicidality related to as a contributing factor from
antidepressants.

And working on an inpatient adolescent unit, all the time, the kids come
in, started on an antidepressant, made a suicide attempt four weeks
later. It's always four weeks. And I tell the parents and the kid, "Did they
discuss that there is a side effect of suicidality with this medication?"
Which they might have started for treatment of anxiety. Not even
related to depression. Many times, they were never told.

Also, nobody would discuss with, let's say, somebody like your parents
and say, "You know what? Your son is psychotic. This is he is facing. He's
facing a lifetime of institutionalization. We don't have good treatment.
We're going to tell you it's good treatment and it's lifesaving treatment,
but they're not going to tell you that people that have relapsing
psychotic episodes are facing a very dismal future." Which of course, as
you know, according to the World Health Organization, countries where
they don't have the resources, like India and Nigeria, the prognosis for
schizophrenia is two thirds better.

Sean Gunderson:

Yep.
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Dr. Gail Tasch:

So, it's a crime, I hate to say. I think there's some people that do get
help, but we need to have way better treatments, way better
compassion and understanding, and really dial back the heavy drugging
we do for people that have significant mental health issues.

Sean Gunderson:

Yeah. I think we are at a point in our history where we need to start to
question the official narratives and to grow past them. There are so
many promising treatments available to help people who are vulnerable
and in the midst of a mental health crisis, but I think in order to make
that mainstream, we need to say goodbye to the convenient narratives
that we have otherwise embraced for so many years, and just
acknowledge this phenomenon that we call mental illness is just way
more complicated than we can understand, and that our scientific tools
can adequately measure.

That doesn't mean that we can't help people. That doesn't mean that
people won't undergo these things and come out and still have a quality
of life, but we need to be able to meet them where they are at, and not
just try to impose a convenient ideology upon them. So, is there
anything else that you would like to share with the audience, Dr. Tasch?

Dr. Gail Tasch:

Yeah. I would like to point out what an amazing person you are, Sean, to
overcome the devastating treatment. The way you were treated
through the whole legal and mental health system is just an
abomination, and it was through your strength and determination that
you got through that, and are out with... You're clear, which is amazing.
126

Sean Gunderson:

Thank you.

Dr. Gail Tasch:

And it's just a testimony that you are such an amazing person to
overcome that. I'm so happy for your parents that you are finally out,
and it's just a miracle.

Sean Gunderson:

Yes. Thank you very much. I would definitely say that resiliency is one of
my strengths.

Dr. Gail Tasch:

Well, that came in handy.

Sean Gunderson:

Yes it did. Okay. That's it for today. Thank you very much for coming on
my podcast today, Dr. Tasch, and I hope this episode has been very
informative for our audience. All right. Thank you, and have a great day.

Dr. Gail Tasch:

Sounds good. Thank you, Sean.

Sean Gunderson:

As we have heard in this episode, there is hope for the future. However,
this hope is conditioned on people in our society being informed and
not accepting convenient, fictional stories as scientific fact. Perhaps one
of the most powerful aspects of our conversation was the idea of
reconceptualizing so-called mental illness as a crisis of living. A crisis of
living does not require an underlying biological pathology.

I struggle with the notion of needing to proclaim that one is sick in order
to receive help in a crisis of living. The fact is, life is difficult. Perhaps we
have forgotten this reality in our modern civilization, where we have the
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ability to control our environment in ways that our ancestors could only
have dreamed of.

Modern human civilization is, without question, an amazing
achievement of our species. However, if we forget that life is still
naturally difficult, we may misinterpret crises of living. Using this
interpretation, the idea of graduating from mental health treatment
that Dr. Tasch brought up makes a lot more sense than the model that
tells patients they are sick for life. Perhaps a sickness is lifelong.
However, a crisis of living does not need to be lifelong.

I am speaking from almost two decades of experience in the mental
health system. When I say that the ugly side of the convenient fiction to
which we currently adhere is that mental illness is a lifelong pathology.
We give ourselves and our loved ones over to a story that has already
determined their fate. We can do better than this. The same human
spirit that rose up from the wilderness thousands of years ago to
construct our wonderful modern civilization is the same spirit that can
find healing in the midst of a crisis of living.

We are better than the story of lifelong pathology. Our system
conditions people to deeply believe in this story, and then when
alternatives are suggested, national mental health authorities seem to
crush this beautiful human spirit by pointing to how sick people
currently are. This creates a dismal picture, which is the result of the
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fiction and it's related to treatments, not any objective reality of lifelong
disease.

Let us see the beauty of our own human spirit, and recognize that
someone in a crisis of living has that same beautiful human spirit within
them. Conditioning vulnerable people to believe that they have a
lifelong pathology is destructive, irresponsible, and unethical, as it is not
backed by science. Furthermore, it sets people up for failure. If they
believe that they have a lifelong problem, then they will likely think and
behave as such.

So, even though we do not have the science to prove a lifelong
biological pathology, our system creates living examples of this fiction.
National health authorities can then point to real people who believe
the fiction as evidence for the fiction. I would proclaim this as insidious;
however, I honestly believe it to be the result of ignorance, not
maliciousness.

The history of mental health treatment can be summed up in a simple
formula. Adherence to the ideology of biological pathology torment
patients into compliance with said ideology until the public becomes
aware of the atrocities in the mental health system. The public demands
change. Then mental health authorities change their treatments to be
slightly less severe, and the public stops watching them so closely, at
least for a while. This does not mean that the atrocities have been
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remedied. It just means that the methods of abuse have changed to
conform to the current societal attitudes of acceptable.

I am optimistic that society is primed to finally rid ourselves of harmful
mental health treatment. The United Nations has spelled out for us
exactly what we need to do, and it is our responsibility to implement
their recommendations in our country. This begins with adequately
informing the public, and convincing those in academia to use their
beautiful and intelligent minds to find better ways to help those who
are mentally vulnerable.

Yes, this means that those around you who are living in ignorance may
have their toes stepped on. That is a small price to transform our mental
health system into a place where vulnerable people can go to feel safe
and get the help that they feel comfortable with.

I love my country, as it is a crowning achievement of human civilization.
However, I feel a sense of embarrassment that the World Health
Organization has found that people in lesser developed countries like
Columbia and India fare better when diagnosed with major mental
illness than those in our own United States. This should be a wake up
call to all of us. The fiction is an abject failure.

Iatrogenic destruction is real. I live with it. I have seen too many people
experience it. As we all may be subject to mental health issues at some
point in our lives, each one of us is incentivized to cease promoting
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treatments, which result in permanent damage for some. Can we assert
that we are really as civilized as we would like to believe if we consider
it an acceptable form of mental health treatment to torture someone
until they proclaim adherence to an unsubstantiated fiction? This is a
common way in which iatrogenic destruction happens. This sounds
more like a medicalized autocracy than a democracy. It makes our socalled hospitals look more like ideological internment camps than any
place of real healing.

If democracy is at the heart of our national values, then we need only
look to the recommendations of the United Nations for guidance. This
means that we may have to seriously question national mental health
authorities. Yet, this is integral to democracy, and thus it is our
responsibility to do so.

Paradoxically, this may also mean that we will find ourselves rejecting
national health authorities in favor of more humane guidance from
international mental health authorities. The mental health system
belongs to all of us, not just the experts. Those subject to mental health
treatment or who otherwise feel they want mental health treatment
have a greater stake in our mental health system than so-called experts.
These are our friends and family and ourselves.

How have our national mental health authorities convinced us to turn
ourselves and our loved ones over to a failed ideology? The love and
compassion that we feel for ourselves and our loved ones can guide us
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better than proponents of the fiction. When each of us puts that love
and compassion first, then we have taken an initial but meaningful step
toward the construction of a mental health system that creates better
lives for all stakeholders.

Thank you for sharing this journey of discovery and healing with me. I
have experienced profound personal growth as a result of this project. I
would like to thank all those involved, including Dr. Ashley Elrod, Dr.
Alvin Farmer, and Dr. John Hageman of Northeastern Illinois University,
who have helped bring this project to fruition. I also want to thank you,
my audience, for listening.

I hope that you now have a new perspective on our mental health
system. Together, we can eliminate barbaric mental health treatment
and reconceptualize it as a relic of the past. Together, we can usher in a
new future of possibilities where people who are mentally vulnerable
can get the help that they feel they need, not the so-called help that
makes those around them feel better. Together, we can work toward
implementing the recommendations of the United Nations. Thank you.
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THE SOLUTION
The torture and human rights abuses will continue until the public no longer tolerates fiction
masquerading as scientific fact. Furthermore, the public has valid reason to mistrust national
mental health authorities as said authorities have misled the public and the mentally vulnerable
for decades, if not centuries. This mistrust is founded on medical disinformation promoted by
national and mainstream mental health authorities.
The same story of “progress” and “new treatments” being told today was told to me nearly
20 years ago. This is the same story told to my parent’s generation and those of my
grandparents, great-grandparents, great-great grandparents and so on for centuries. During this
time untold numbers of human beings have been labeled and tortured into compliance with the
ideologies surrounding the label. Centuries of storytelling by mental health professionals has
changed very little. The medical professionals who assume control of the mental health system
are always just a few steps away from “a major breakthrough” in understanding. They are
always promoting new treatments to both avert the scrutiny of the public and attempt to find
success where previous treatments failed. Baked into this story is the reality that previous
treatments failed to produce the desired results and that is why new treatments were needed.
The fiction of so-called mental illness is not limited to stories of yet-to-be-discovered
biological pathologies but includes the empty assurances of “scientific progress” and “new and
better treatments.” It is not hard to find new treatments that are “better” than overt forms of
torture like lobotomy, insulin coma or Metrazol injections. However, “new” treatments still can
be torturous.
We cannot even count how many people have been permanently damaged as a result of the
so-called treatment that they were given. Iatrogenic destruction is real and psychiatric
treatment amounts to a complex game of Russian Roulette in which we recognize that
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iatrogenic destruction is inevitable, but not probable in any one individual. If you want to
understand my psychological response to the constant threat of iatrogenic destruction that I
faced for nearly 20 years, I would suggest that you watch the Russian Roulette scenes in The
Deer Hunter. If you think that this is an ideal way to help mentally vulnerable people, then
continue to not question the national mental health authorities. However, if you are rightfully
appalled at the idea of conflating torture and treatment, I invite you to consider the solution
offered by international mental health authorities.
As someone who was subjected to torturous forced mental health treatment, I find hope in
the solution provided by the United Nations (UN). This document has been added to the
appendix; however, the pillars of it can be summed up as such:
1. States (countries) must reexamine the biomedical model that leads to the fictional story
of “mental illness.” The power imbalance caused by this storytelling must be adequately
addressed such that abuse of power is no longer a possibility.
2. Individuals who have been subjected to or who are otherwise labeled with “mental
illness” should take a lead role in national mental health systems. People like me should
be the ones guiding the national mental health system, not “experts” who have
constructed a harmful fiction through the unchecked promotion of medical
disinformation.
3. All laws related to forced treatment should be repealed. I would like to begin this
process in our country by offering a first step. As I recognize that the public has been
misled to such an extreme degree, it may not be realistic to quickly and easily repeal
such laws. However, I offer the idea of voluntary statutory exemptions.
a. Voluntary statutory exemptions would take the form of a legal document that
any individual can sign. This would allow them to opt-out in advance of forced
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treatment. For example, I could sign a declaration stating that I refuse any and
all forms of forced mental health treatment. This document could take effect 30
days after signing to avoid “last minute” declarations of individuals who are
actively decompensating. Such a document would prevent any court of law from
forcing mental health treatment on the individual. As a part of the informed
consent process, the document could include an acknowledgement that the
individual remains subject to criminal prosecution in the event that they break
any laws. This declaration could be revoked by the individual and would not
take full effect for 30 days to protect them from being coerced to rescind it. This
idea was inspired by the notion of “advanced directives” which apply for all
areas of healthcare, including mental health. Essentially, it is an advanced
directive that allows the individual to opt out of forced medical treatment.
There is nothing that would prevent law enforcement from properly arresting
an individual for committing a crime and subjecting them to criminal penalties.
b. Such a document is a first step toward our national mental health authorities
acknowledging and validating the extreme harms that have and continue to be
done in the name of the fiction. Some damage is irreparable, and this document
validates the irreparable harm that some may feel or fear in the future. No one
should be forced to play this complex game of Russian Roulette.
4. Forced treatment must be recognized as the torture and human rights abuse that it is.
5. Forced treatment amounts to punishment and discrimination against the mentally
vulnerable.
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6. The individual undergoing mental health treatment must lead the treatment effort. The
community can assist by helping them to identify treatments with which they feel
comfortable.
I would add that adopting a stance of neutrality in our collective interpretations of socalled mental illness would assist the implementation of the UN’s recommendations. So long
as we see the phenomenon of so-called mental illness as inherently pathological, we will
continue to interpret so-called mental illness as negative. When we adopt a position of
neutrality, we allow for mentally vulnerable individuals to be guided toward either a positive
or negative outcome.
Finally, I would like to point out that this may be an ideal time in our culture to focus on
medical disinformation. During the pandemic of the last two years, I have watched our
society become increasingly divided. This division seems to center around the idea of
medical misinformation. No matter what side of the debate one finds themselves on, there
seems to be agreement that the other side is the one promoting the medical
misinformation, and that tangible harms result from it. As we transition from the pandemic
phase to the endemic phase of COVID, we have an opportunity to heal the social divisions
created during the pandemic. Furthermore, with mental health coming into focus as a sort
of “secondary pandemic,” we have an opportunity to correct the harms caused by medical
disinformation before untold numbers of people are harmed as they deal with mental
health issues related to the pandemic, not a fictional biological pathology.
My project focuses on medical disinformation and there is an identifiable source:
national mental health authorities. That is, in this case, we can clearly see that an arm of the
larger medical establishment is promoting this disinformation. To the extent that our
current debate on COVID misinformation is legitimate and that people are honestly
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concerned with preventing harm, it should be an effective way to bring these two polarized
camps together. They can find common ground on an identified source of medical
disinformation and work together to deconstruct this harmful fiction that we have been led
to create by our national mental health authorities. Together we can rebuild our national
mental health system into what it was intended to be: a place where mentally vulnerable
people can find real help to help guide them toward a positive outcome.
I conclude this section with words of wisdom. In my nearly two decades of detention, I
pursued wisdom through my daily spiritual practice. The first is from Lao Tzu, the author of
the Tao Te Ching, “The wise man knows what he does not know.” When we collectively
admit that we do not know what so-called mental illness is to begin with, then we make
ourselves open to truly understanding it. The second is from Pradhan Balter, a wise man and
author of At the Feet of my Master: The Oneness of an Ascending Heart-Cry and a
Descending Soul-Smile whom I know personally. He told me, “In every situation, we each
occupy the role of either teacher or student.” We are always sharing or receiving
information, no matter how great or small. For centuries, the “experts” have controlled the
production of knowledge surrounding so-called mental illness. In accordance with the
recommendations of the UN, let us recognize this as a failure2 and transition to a new
paradigm. In this new paradigm, we recognize that we do not understand so-called mental
illness as “normal” community members. However, we recognize that the individual
experiencing so-called mental illness contains within them the knowledge of what that
anomalous experience is. As community members our responsibility is not to impose
knowledge upon them, but rather to develop a system that helps them unlock the
knowledge of their own experience within them. I survived hell and am here today because I

2

Legitimate accusations of torture are an adequate foundation to conclude a failure.
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was able to unlock the knowledge of my own experience. May the future of the mental
health system be guided by wisdom!

138

2018 UNITED NATIONS REPORT ON MENTAL HEALTH AND HUMAN RIGHTS

A /HRC/39/36

United Nations

General Assembly

Distr.: General
24 July 2018
Original: English

Human Rights Council
Thirty-ninth session
10–28 September 2018
Agenda items 2 and 3
Annual report of the United Nations
High Commissioner for Human Rights
and reports of the Office of the High
Commissioner and the SecretaryGeneral
Promotion and protection of all human
rights, civil, political, economic, social
and cultural rights, including the right
to development

Mental health and human rights
Report of the United Nations High Commissioner for Human Rights*

Summary
In accordance with Human Rights Council resolution 36/13, a consultation on
human rights and mental health was held in Geneva on 14 and 15 May 2018.
Participants discussed the topic of mental health as a human rights issue and
agreed that the situation could be improved through system-wide strategies and
human rights-based services to combat discrimination, stigma, violence, coercion
and abuse. The present report contains a summary of the discussions, as well as
conclusions and recommendations from the consultation.
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I. Introduction
1. The Human Rights Council, in its resolution 36/13, requested the

United Nations High Commissioner for Human Rights to organize a
consultation to discuss all relevant issues and challenges pertaining to
the fulfilment of a human rights perspective in mental health, the
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exchange of best practices and the implementation of technical
guidance in that regard.
2. The consultation took place on 14 and 15 May 2018 and benefited

from the participation of a wide range of stakeholders, including
Member States, United Nations agencies, funds and programmes,
special procedures and civil society, including persons using mental
health services, persons with mental health conditions and persons with
psychosocial disabilities, and their representative organizations.
Participants discussed mental health as a human rights issue, and how
to promote human rights through systemwide strategies and human
rights-based services and support, and the exchange of good practices
to combat discrimination, stigma, violence, coercion and abuse in the
context of mental health.
II. High-level opening
3. The President of the Human Rights Council, Vojislav Šuc, introduced

the objective of the consultation, which was to discuss challenges
pertaining to the fulfilment of human rights in mental health and the
exchange of good practices. He thanked Portugal and Brazil for their
leadership in organizing the consultation and extended his gratitude to
civil society, particularly to persons using mental health services,
persons with mental health conditions and persons with psychosocial
disabilities, for their valuable participation.
4. The Chair of the Indonesian Mental Health Association, Yeni Rosa

Damayanti, stressed that the discussion on mental health and human
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rights must be centered on inclusion of the rights of persons with
psychosocial disabilities, which went beyond the traditional mental
health approach narrowly focused on treatment. She listed barriers that
persons faced, in both the global South and the global North, in
accessing housing, employment, social protection and the right to
political participation. Those barriers were made worse by stigma and
discrimination embodied in laws and policies and reflected in attitudes
held by the authorities, employers and the public at large. She
emphasized that the current response and growing trend around the
world towards medication and institutionalization generated further
violations, which were compounded by the loss of legal capacity,
ultimately leaving persons with psychosocial disabilities further behind.
She expressed alarm about the ongoing process within the Council of
Europe of drafting an additional protocol to the Convention for the
Protection of Human Rights and Dignity of the Human Being with regard
to the Application of Biology and Medicine (the Oviedo Convention) to
legitimize involuntary treatment of persons with psychosocial
disabilities, in violation of the Convention on the Rights of Persons with
Disabilities, in a deliberate move away from the advances made to
ensure human rights in mental health, such as the Quality Rights
initiative of the World Health Organization (WHO). She stressed the
importance of the participation and the voices of people with
psychosocial

disabilities

themselves,
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and

their

representative

organizations, in the discussions, saying: “No talk about mental health
should exclude us ever again”.
5. The United Nations High Commissioner for Human Rights, Zeid Ra’ad

Al Hussein, stated that the right to the highest attainable standard of
health was fundamental to human dignity, and that there was no health
without mental health. Yet harmful stereotypes had an impact on the
participation and inclusion of persons on account of actual or perceived
mental health conditions, and could lead to arbitrary detention in
institutions that were often the locus of abusive and coercive practices
potentially amounting to torture. He deplored institutionalization as an
inadequate response at all levels for children and adults with disabilities
and called for the elimination of practices such as forced treatment,
including forced medication, forced electroconvulsive treatment, forced
institutionalization and segregation. Instead, he called on States to
ensure access to a range of support services within the community,
including peer support, and reminded participants that the Convention
on the Rights of Persons with Disabilities offered the legal framework to
uphold the rights of people with psychosocial disabilities — including
the exercise of legal capacity, free and informed consent, the right to
live and be included in the community and the right to liberty and
security, without discrimination. He welcomed the participation of
rights holders, with their real-life experience, and called for a
strengthening of the support for the framework provided by the
Convention, which had already generated change in restoring respect
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for the autonomy, choices and rights of persons with psychosocial
disabilities.
6. The Director-General of the International Labour Organization, Guy

Ryder, expressed his organization’s commitment to join the collective
efforts to promote mental well-being and the right to work of persons
with mental health conditions. He pointed to stereotypes and
discrimination within the workplace due to lack of awareness on the
part of employers and recruiters, which led to exclusion and lower rates
of participation in employment. He described the work that the
International Labour Organization carried out with Member States and
enterprises to identify good practices contributing to a more inclusive
work environment, including through the provision of reasonable
accommodation. He announced that the International Labour
Conference would negotiate a new instrument against violence,
stigmatization, discrimination and harassment at work.
7. An Assistant Director-General of WHO, Dr. Svetlana Akselrod,

underscored the importance of prioritizing, in the discussions, the voices
of people with real-life experience. Referring to the constitution of
WHO, which referred to mental health, she admitted that little progress
had been made to advance mental health as a human right. She affirmed
that people with mental health conditions and psychosocial disabilities
lacked access to quality services that were respectful of their rights and
dignity, and faced marginalization, frequently being institutionalized
and more likely than the general population to die prematurely. She
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drew attention to the adoption by the World Health Assembly of a
mental health action plan guided by the Convention on the Rights of
Persons with Disabilities and other international human rights
instruments. She referred to the Quality Rights initiative, which had
resulted in a significant shift in human rights awareness by mental
health workers, decreased violence and abuse, and increased
empowerment of people with mental health conditions and
psychosocial disabilities.
8. The Permanent Representative of Portugal to the United Nations

Office and other international organizations in Geneva, Pedro Nuno
Bártolo, highlighted mental health as an important frontier of human
rights, and welcomed the transformative nature of Human Rights
Council resolution 36/13 on mental health and human rights, which
reflected States’ individual responsibilities within their societies as well
as the collective responsibility to uphold the principles of humanity,
dignity and equality at the global level. The resolution broke new
ground, by moving away from the perpetuation of violations through
arbitrary institutionalization, exclusion and segregation and moving
towards a human rights-based approach. Collaborative efforts were
needed to address the discrimination, stigma, violence, abuse, torture
and degrading treatment or punishment that continued to have an
impact on persons with mental health conditions and persons with
psychosocial disabilities. He highlighted the support from the United
Nations system, particularly the Office of the United Nations High
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Commissioner for Human Rights and WHO, including the latter’s Quality
Rights initiative, as well as the work by the three special rapporteurs on
the panel, and reaffirmed the new approach to mental health, which
was based on human rights. He said that mental health conditions were
just one incident away from each one of us, and yet there was still a
major stigma attached to them. He concluded by recalling the golden
rule of all civilizations: do unto others as you would have them do unto
you, and do naught unto others that you would not have them do unto
you.
9. The Permanent Representative of Brazil to the United Nations Office

and other international organizations in Geneva, Maria Nazareth Farani
Azevêdo, was hopeful that the consultation could leverage efforts to
ensure that mental health policies and practices were aligned with
human rights law. She affirmed that the right to mental and physical
health implied negative and positive obligations, including access to
universal health coverage, and the adoption of non-discriminatory laws,
policies, practices and responses to ensure the social determinants of
health. She recalled that Brazil, Portugal and WHO had been partnering
through different initiatives to raise mental health as a human rights
priority for persons with mental health conditions and psychosocial
disabilities.
10. During the interactive dialogue, representatives of the European

Union, Brazil on behalf of the Foreign Policy and Global Health group,

145

Colombia, Ecuador, Australia, the Plurinational State of Bolivia, the
World Network of Users and Survivors of Psychiatry,
Disability Rights International, the International Disability Alliance and
the Parliamentary Assembly of the Council of Europe took the floor.
Brazil called for concerted efforts to support the paradigm shift away
from coercion and exclusion. Colombia, Australia and Disability Rights
International highlighted the need to take into account the intersecting
identities of individuals — which compounded the disadvantage and
discrimination facing women and girls, children, older persons, lesbian,
gay, bisexual, transgender and intersex persons, indigenous peoples,
persons on a low income or living in poverty and those living in rural
communities. The Plurinational State of Bolivia suggested that new
ways of thinking and promoting health could be derived from the
traditional knowledge and values of indigenous peoples to strengthen
the harmony of the individual within the family and the community.
The representative of the Parliamentary Assembly of the Council of
Europe announced the Assembly’s continued opposition to the
drafting of the additional protocol to the Oviedo Convention
concerning “the protection of human rights and dignity of persons with
mental disorder with regard to involuntary placement and treatment”,
joining other high-profile human rights bodies. She called for its
withdrawal, as it was contrary to the Convention on the Rights of
Persons with Disabilities; that was supported by the World Network of
Users and Survivors of Psychiatry and the International Disability
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Alliance. The World Network of Users and Survivors of Psychiatry
warned against any reform initiatives that reinforced the status quo by
continuing to place psychiatry and the mental health system at the
centre of power, and stressed the need for an approach that restored,
and was centered on, the voices and rights of persons with
psychosocial disabilities.
III. Summary of the proceedings
A.

Setting the scene: mental health as a human rights issue
11.

The panel, composed of three special rapporteurs, a
representative of Transforming

Communities for Inclusion-Asia and a representative of the United
Nations Children’s Fund (UNICEF), referred to the human rights abuses
within mental health settings, ranging from discrimination and
stigmatization to overmedicalization and the use of force. All speakers
called for the abolition of those practices and concurred that the right
to mental health could be promoted only in supportive and enabling
environments at home, at school, in the workplace or in health-care
settings that addressed the underlying determinants of health, such as
poverty, discrimination, social exclusion and violence, which
disproportionately affected persons with disabilities. All speakers
stressed that persons using mental health services and persons with
psychosocial disabilities, including children, women, and those living in
poverty or belonging to other marginalized groups, must be the
principal interlocutors in discussions about their rights, and that States
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had an obligation to take into account their opinions in all matters
affecting them directly or indirectly, including the development of
mental health services.
12.

The Special Rapporteur on the right of everyone to the enjoyment
of the highest attainable standard of physical and mental health,
Dr. Dainius Pūras, exposed the pervasive stigmatization,
overmedicalization and use of force that resulted in violations of
the human rights of users of those services and persons with
psychosocial disabilities worldwide. He referred to the deep
power asymmetries, the predominance of the biomedical model
and the biased use of knowledge, within psychiatry and mental
health, as obstacles to the realization of rights. He asserted that
the status quo was maintained by the concepts of dangerousness
and of medical necessity to “fix a disorder”, which was not
supported by modern evidence and continued to justify the use
of non-consensual measures as “exceptions”.

13.

The Special Rapporteur on the rights of persons with disabilities,
Catalina Devandas Aguilar, agreed that coercion and exclusion
had become the rule in the majority of mental health systems,
particularly in developed countries, and that involuntary
interventions,

such

as

electroconvulsive

therapies,

psychosurgery, forced sterilization and other invasive, painful and
irreversible treatments, continued to be permitted, contrary to
the Convention on the Rights of Persons with Disabilities. In that
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regard, she expressed her opposition to the initiative of the
Council of Europe to draft an additional protocol to the Oviedo
Convention that would serve to legitimize those coercive
practices, and called upon member States of the Council of
Europe to stand against it, as it represented an unacceptable
backward step in rights protection. She drew attention to good
practices and tools from within and outside the health system
that offered solutions and support in crisis or emergency
situations, which were respectful of medical ethics and of the
human rights of the individual concerned, including of their right
to free and informed consent. They included programmes for
personal assistance, psychosocial support and housing, which
reduced the risk of institutionalization and of being subjected to
physical and sexual violence. She recalled that the participation of
persons

with

disabilities

themselves

was

an

essential

precondition for development based on human rights.
14.

The Special Rapporteur on torture and other cruel, inhuman or
degrading treatment or punishment, Nils Melzer, joined the other
special rapporteurs in condemning as unlawful forced
institutionalization and any detention based on disability and
noted that it may amount to torture and ill-treatment. He drew
attention to the fact that people with psychosocial disabilities
often lost their legal capacity, causing them to fall below the radar
of legal purview, including within court proceedings, which might
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result in “voluntary” institutionalization through the consent of a
third party, in being subjected to forced medication for restraint
or punitive purposes, and in other intrusive treatments such as
forced sterilization, abortion, contraception, or electroconvulsive
therapy, which might also amount to torture and ill-treatment.
15.

Bhargavi Davar, of Transforming Communities for Inclusion-Asia,
drew particular attention to the situation in the Asia-Pacific
region, indicating that the traditional mental health system and
its biomedical approach had been imported through colonial
frameworks (e.g. incapacity laws and guardianship) and had been
sustained through the growing trend of pills and institutions
fuelled by pharmaceutical interests. She warned that such
practices and mental health laws had led only to greater violence
and violations, through new forms of coercion and forced
institutionalization. She recalled that legal capacity, liberty,
equality, non-discrimination and inclusion were rights belonging
to everyone, as enshrined in human rights instruments, and that
the Convention on the Rights of Persons with Disabilities called
for all rights for all persons with disabilities, without exception.
She underscored that old practices led only to old outcomes, and
for innovation to emerge, new approaches must be adopted. She
affirmed that reforming mental health and incapacity laws was
not enough, and called for their repeal and for a moratorium on
new mental health laws. She cited examples of emerging practices
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and called for further support for new community practices,
guidance and pilot programmes for deinstitutionalization, socially
innovative caregiving within communities, and a shift of mentality
in all services linked to development and human rights. She called
for persons with psychosocial disabilities to be at the centre of,
and to lead, that transformation.
16.

Nina Ferencic, of UNICEF, recalled that mental ill-health was often
a direct consequence of violence, emotional neglect and illtreatment experienced during childhood, including due to
institutionalization, and that it had a disproportionate impact on
children with disabilities, whose families often lacked information
and support to raise their child at home. She expressed concern
about the criminalization, control and policing of mental health,
which had no parallels in other areas of health. She highlighted
commonalities with juvenile justice, where the majority of
incarcerated youth had mental health or substance use disorders
and had experienced traumatic victimization, such as physical
abuse, domestic violence or neglect. She pointed to the need to
implement approaches that would reduce incarceration and
provide youth with access to a broader range of measures to help
them grow and develop in the community. She suggested working
across health, education, social protection and legal systems and
directly with children, youth, parents, teachers, care providers,
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schools and communities to raise awareness about mental health
and facilitate support for children.
17.

During the interactive dialogue, representatives of Lithuania and
of Autistic Minority International, Support-Fundació Tutelar
Girona, Mental Health Europe, Salud Mental España and Human
Rights Watch took the floor. Lithuania welcomed the consultation
and called for continued efforts to be made towards a human
rights-based approach in mental health. The comments and
questions that followed touched on: (a) the fact that the absolute
prohibition, in the Convention on the Rights of Persons with
Disabilities, of institutionalization applied equally to autistic
children and other people on the basis of “health” reasons; (b) the
need to ensure that all approaches were centred on the views of
people with psychosocial disabilities themselves; and (c) the fact
that practices that were compliant with the Convention could
precede and trigger legal reform and should be encouraged,
including through the training of professionals. Echoing the
comments of the Special Rapporteur on the rights of persons with
disabilities, representatives of several organizations expressed
opposition to, and called for the withdrawal of, the draft
additional protocol to the Oviedo Convention.

18.

In response, the panellists welcomed the support for the
paradigm shift, acknowledged persistent barriers, including
traditional psychiatric practices, and called for laws and attitudes

152

to be changed, as well as for the eradication of detention of
children on the basis of their mental health or any health
condition.
B.

Improving human rights in mental health through system-wide strategies
19. Dr. Michelle Funk, of WHO, elaborated on the WHO Quality Rights

initiative to advance the human rights-based approach to mental health
and the work undertaken by WHO with countries to: build capacity on
human rights and mental health; transform those systems to promote
quality and rights, including by supporting civil society; and support
policy and legal reform that was compliant with the Convention on the
Rights of Persons with Disabilities, particularly in relation to legal
capacity, liberty, community inclusion and the elimination of violence.
She emphasized that the Quality Rights tools had had a significant
impact in changing attitudes, practices and service delivery — for
respect of the right of the individual to make his or her own decisions,
to provide people with information and choice about treatment options,
and to end forced treatment, seclusion and restraint. She shared results
that illustrated reductions in violence, an increased use of support
instead of force, and a reorientation of services towards a recovery
approach. WHO was developing a best practice guide on community
services that operated without coercion, supported recovery, and
promoted autonomy and inclusion.
20. Dr. Vincent Girard, of the Agence régionale de santé Provence-Alpes-

Côte d’Azur, described the “Housing First” programme, which had been
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operating in France for over 20 years, supporting the inclusion of
persons with psychosocial disabilities. Although France had the secondhighest mental health budget in Europe, human rights violations
persisted: psychiatric coercion was on the rise (with a 15 per cent
increase since the 2011 law reform, the objective of which was to
strengthen the rights of forcibly hospitalized patients), and nearly
45,000 people with psychosocial disabilities were living in the streets,
and 25,000 in prisons. He explained that the “Housing First” model did
not condition access to housing on the acceptance of care or on
restriction of the consumption of drugs or alcohol, that the person
concerned was supported by a team, which included peer workers and
was coordinated by a social worker, and that the psychiatrist was not
the one in charge. He said that the intervention was effective because it
focused on all aspects of an individual’s needs, not on reducing
symptoms, and that the results of the programme showed savings in
terms both of resource expenditure and of respect for human rights, by
decreasing and preventing hospitalization. He agreed that scientific
research and projects must be used to inform and reform policy in
regard to the misconceptions of dangerousness and of medical necessity
to “fix a disorder”, which were not supported by modern evidence.
21. Dr. Alberto Minoletti, of the University of Chile, provided an

overview of mental health reform in Chile from 1990 to 2018, outlining
the main achievements, which had included increased availability,
accessibility and quality of community mental health services, and social

154

inclusion for persons with psychosocial disabilities. Over the years, there
had been a reduction in the number of inpatient stays in mental health
facilities, as well as a reduction in levels of coercion, abuse and violence
within those services. Legal reform measures had included protection of
the right to informed consent for treatment and research, restrictions
on involuntary hospitalization, prohibition of psychosurgery, and the
establishment of a monitoring agency to protect the rights of persons
using mental health services. While challenges remained, those changes
had increased inclusion in the community with comparatively few
resources.
22. Dr. Roberto Mezzina, of the Azienda Sanitaria Universitaria

Integrata, in Trieste, described the mental health reform in Italy, which
had led to a deinstitutionalization process involving the closure of
psychiatric hospitals (between 1978 and 1999) and forensic hospitals (in
2017). Law No. 180 of 1978 had recognized human rights as a key tool
in mental health care, which had led to a shift within psychiatry and to
the wider provision of welfare and services in the community, centring
on the person rather than the diagnosis. That approach required
proactive and assertive care, rapid responses to crises, open doors, no
restraint, and continuity of care and practices following the principles of
choice, personalization and rights, the objective of which was to
promote shared responsibility, dialogue, recovery, and early support. He
described the model operating in the Veneto region, which had an
assessment and emergency unit placed within the general hospital as a
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point of first contact, and a home treatment team that applied the
principle of open dialogue. Some 94 per cent of the mental health
budget was spent within the community. It facilitated the tailoring of
recoveries in an individual way, within an overarching approach, which
emphasized that liberty was not the outcome of care, but rather a
precondition for it. He highlighted the need to ensure the social
determinants of health in order to achieve equality and overcome
exclusion, which included stability in connection with one’s home, work,
income, social support and relationships. He stressed the importance of
involving stakeholders, including service users, fostering therapeutic
alliances that respected individuals’ will and preferences, and
prioritizing participation as central to democracy and social justice.
23. A human rights expert, Dr. Amalia Gamio, referred to the persistent

gap in terms of respect for human rights in the context of mental health
care, owing to prejudice and stigma, which increased the risk of
violations such as forced treatment, including forced sterilization. She
remarked that insufficient attention was paid to equal recognition
before the law, as enshrined in article 12 of the Convention on the Rights
of Persons with Disabilities. She called for urgent structural reform, to
explicitly prohibit institutionalization and forced treatment, to develop
community-based strategies, and to ensure resources, capacity-building
and monitoring at all levels. She shared a positive example of
cooperation by more than 30 organizations, which had led to the
successful withdrawal of the mental health bill in Mexico because it
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would have continued to allow involuntary internments. She
commended the Political Constitution of Mexico City, which explicitly
recognized the legal capacity of all individuals and which would come
into force in September 2018.
24. During the interactive dialogue, representatives of the Plurinational

State of Bolivia, of Ecuador, and of civil society — namely the Citizens’
Commission on Human Rights, We Shall Overcome and Salud Mental
España — took the floor. The delegates from the Plurinational State of
Bolivia and from Ecuador shared good practices from their respective
countries to promote human rights in mental health care, which
included prioritizing the quality and accessibility of services within the
community, and eliminating social exclusion through participation in
decision-making processes. Speakers reiterated the call to shift from the
biomedical model and deprivation of liberty in mental health care, to
increased focus on the root causes and social determinants to promote
a recovery approach. They also called for increased attention to be paid
to the multiple and intersecting forms of discrimination operating within
mental health systems, which had a disproportionate impact on women
with psychosocial disabilities. The representative of We Shall Overcome
shared the example of the introduction of medication-free wards in
Norway, an initiative that had been proposed by user/survivor
organizations and was now established as part of the State health-care
system in all regions of Norway. The medication-free alternative did not
threaten community-based inclusion or support, and was aimed at
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ensuring that persons could choose and receive support without being
subjected to forced drugging, thus maintaining their agency and selfdetermination. She emphasized that that measure, however, could not
replace wider legal reform to abolish forced treatment.
25. In response, panellists agreed that more focus was needed to

address the social determinants that had an impact on mental health.
Improving access and support were essential, but the use of force and
coercion must simultaneously be addressed to promote inclusion and a
recovery-based approach — including ensuring access to justice and
seeking redress for violations. The changing role of psychiatrists was also
raised; they had an important role to play in developing innovative
practices, yet many remained resistant to the human rights model,
which placed the individual at the centre as an expert in his or her own
right. Panellists referred to the need for political will for a human rightsbased approach to be adopted in mental health.
C.

Human rights-based services and support to improve the enjoyment of
human rights in the context of mental health
26.

Olga Runciman, of Psycovery, introduced the work of the Hearing
Voices Network, a movement working outside of psychiatry in 33
countries. She referred to the case of an individual to illustrate
how psychiatry silenced and dominated by forcing one into a
diagnosed role. The case concerned a woman subjected to
treatment and medication without her consent; no steps had
been taken to explore the causes of distress linked to trauma she
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had experienced in her past, rather, the focus was on her
diagnosis of schizophrenia and the voices she heard. Ms.
Runciman concluded that the Hearing Voices movement and
network allowed individuals to find their own voice, and allowed
fellow voice hearers and peers to help one another find meaning
and understanding. The network encouraged activism and raising
public awareness about the harm psychiatry could cause.
27.

Dganit Tal-Slor described the experience of the New York social
service agency Community Access, whose mission was to expand
opportunities for people living with mental health conditions to
recover from trauma and discrimination and to advocate for
affordable housing, education, vocational training and healingfocused services. Community Access followed a person-centred
approach that promoted self-determination, harm reduction,
recovery, dignity and human rights. It had been instrumental in
developing the peer movement in New York, and in integrating
peers as advocates into practically all programmes on mental
health. It had also worked in police precincts to develop crisis
intervention training for police officers to enable them to better
understand the challenges and needs of individuals in crisis. The
aim of the agency was to work with the City of New York to
develop mental health teams composed of peers and social
workers as first responders to emergency calls. Furthermore, the
agency was working with the City and the State of New York to
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develop alternatives to hospitalization and emergency visits, and
the City had initiated “respite centres” run and operated by peers.
Ms. Tal-Slor said that most of the agency’s service recipients lived
in poverty, many without food security or homes, and that the
system failed to recognize the need for a holistic approach to
supporting and empowering individuals living with mental health
conditions, as the front-line approach remained medicalization,
forced treatment in hospitals, and imposing conditions of
“treatment compliance” for services, including access to housing.
She observed that funding for medication and hospital visits was
more easily provided than funding needed for inclusion in the
community through housing and job training.
28.

Michael Njenga, of the African Disability Forum, affirmed that
article 12 of the Convention on the Rights of Persons with
Disabilities, and general comment No. 1 (2014) on equal
recognition before the law, of the Committee on the Rights of
Persons with Disabilities, identified peer support as a form of
supported decision-making for the exercise of legal capacity. Peer
support valued lived experience, as peers held knowledge and
expertise to support others going through difficult times in their
lives, and it thus helped advance autonomy during times of
emergency decision-making, and was an integral part of recoverybased services and inclusion in the community. Mr. Njenga
described the work of Users and Survivors of Psychiatry in Kenya
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— in documenting peer support as a tool for supported decisionmaking, boosting agency and autonomy for individuals as it
provided a safe space for sharing of experiences and information,
developing collective knowledge, and providing advice and
support in risk-taking. He said that peer-support group meetings
might entail discussion of day-to-day decisions and decisions with
legal and financial consequences, and that members discussed
medication and treatments, were informed about their human
rights and were supported in claiming them (e.g. refusing
treatment). He noted that, over time, members became more
assertive about making their own decisions, and regaining control
of their lives as empowered agents, rather than as objects of
treatment. He mentioned the commitment by the Government of
Kenya to scale up the operation he had described, to establish
peer-support groups across the country, motivated by the
findings of Users and Survivors of Psychiatry in Kenya.
29.

Sashi Sashidharan, of the University of Glasgow, celebrated the
paradigm shift anticipated by the Convention on the Rights of
Persons with Disabilities, but regretted that there had been little
progress in the area of mental health. Nonetheless, he argued
that all actors involved could carry out microtransgressions of the
current paradigm by engaging in practices and experiences that
challenged it. He described the experience of employing persons
who had real-life experience of mental health problems as part of
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every community mental health team, with equal pay, which
made a significant difference to integrating peer support,
establishing advanced directives and ensuring choice of
treatment. Furthermore, Governments could set simple targets
for services, in order to reduce admissions under their mental
health act. Mr. Sashidharan highlighted the creation of crisisresolution home treatment teams, available 24 hours and 7 days
a week, to support people in crisis at home, which had served to
decrease the number of compulsory admissions. He commended
the example from Norway on medication-free alternatives. He
argued that the most difficult challenge was to reform the current
practice of forensic psychiatry, as there was no evidence to
support its effectiveness, despite 18 per cent of mental health
resources being spent on locking people up in psychiatric care.
30.

During the interactive dialogue, representatives of the World
Network of Users and

Survivors of Psychiatry, the Indonesian Mental Health Association, the
Centre for Inclusive Policy, Autistic Minority International and We Shall
Overcome, and of the Plurinational State of Bolivia and the United
Kingdom of Great Britain and Northern Ireland, took the floor. The
issues raised included: the benefits of peer support detached from the
mental health system; psychiatry as the gatekeeper for access to public
services, such as housing; how to “demedicalize” resources invested in
support services in the community that did not need to be attached to
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the mental health system; and the need to confront discrimination
against autistic persons based on pathologization and diagnosis leading
to prevention measures and therapies that denied the preservation of
and respect for autistic identity. The Plurinational State of Bolivia
addressed concerns about the funding of medicalization, and about the
biomedical perspective, and the United Kingdom stressed the urgent
need to tackle stigma, abuse, forced treatment, and unlawful or
arbitrary institutionalization. In the context of the draft additional
protocol to the Oviedo Convention, the withdrawal of Portugal from
that process was commended, and a call was made to other States to
follow that good example for fulfilment of the obligations enshrined in
the Convention on the Rights of Persons with Disabilities.
31.

Panellists gave various responses concerning psychiatry as a
gatekeeper to services, emphasizing that psychiatry should be
one choice among many. Panellists warned that peer work
organized

by

psychiatrists

risked

legitimizing

traditional

treatment and might remove power from the peer movement,
and emphasized the need for approaches that contributed to
empowering individuals. It was affirmed that the priority should
be to ensure autonomy and dignity, restoring voice, power and
choice to persons with psychosocial disabilities, and also that
there was a need to shift from a model of containment to a model
of recovery and inclusion in mental health. Panellists presented
positive examples of practices regarding peer support and peer
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certification, and observed that peer support helped overcome
the trauma linked to having been forcibly removed from the
community (through forced hospitalization). They noted the
positive impact of peer support in liaising with police and hospital
staff to prevent such trauma. Speakers highlighted the lack of
research and evidence about the benefits of force in psychiatry,
and the fact that, on the contrary, several findings documented
negative experiences and lasting anger by those subjected to
forced treatment. It was concluded that human rights violations
still took place in mental health settings, which caused
inequalities to proliferate, and that that was compounded by
intersecting identities. Any successful reform would require a
change of heart within psychiatric and clinical practice to move
beyond the biomedical model of psychiatry.
D.

Improving practices to combat discrimination, stigma, violence,

coercion and abuse
32.

The panel was composed of representatives of the United Nations
Population Fund

(UNFPA), the Joint United Nations Programme on HIV/AIDS (UNAIDS),
the International Committee of the Red Cross (ICRC), Human Rights
Watch, and Akershus University Hospital, Norway. The panellists
highlighted the centrality of mental health to general health, human
rights and dignity. All panellists agreed that in order to promote
inclusion and mental health, multiple forms of discrimination and
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inequality must be addressed — relating to youth, women, persons
living with HIV/AIDS, persons living in poverty, persons living in rural
regions, persons with disabilities including persons with psychosocial
disabilities, and other intersecting identities. The panellists promoted a
people-centred approach to empower communities as agents of
change, by including rights holders in the design and implementation
of programmes and services and in the training for them.
33.

Monica Ferro, of UNFPA, emphasized that mental health was a
component of sexual and reproductive health and rights, and that
mental health issues could develop due to lack of choice in
reproductive decisions and could arise in connection with the
psychological dimensions of conception, pregnancy, childbirth,
post-partum care, and events relating to abortion, miscarriage,
HIV/AIDS and female genital mutilation. She suggested that
mental health should be integrated into all sexual and
reproductive health and rights policies, strategies, programmes
and statistics. She referred to the determinants of mental health,
and emphasized that gender discrimination often led to
detrimental impacts on women’s rights; for example, the
increased likelihood of women being subjected to sexual violence
linked to the prevalence of post-traumatic stress disorder
suffered by women; women’s higher rates of diagnosis with
depression, compared to men with identical symptoms; and the
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greater challenges for women in accessing reproductive health
services due to a lack of economic resources.
34.

Tim Martineau, of UNAIDS, emphasized that people living with
HIV, like other marginalized and stigmatized groups, faced
significant levels of depression linked to the fear of having their
status

disclosed,

and

to

accessing

treatment.

Often,

discrimination and exclusion were exacerbated by other layers of
identity, such as race, sexual orientation and age, leading to
further isolation and poorer health outcomes and the added risk
of violence and oppression due to widespread stigma. UNAIDS
placed human rights and health at the heart of its response to
AIDS, by concentrating on prevention, treatment and human
rights to fight stigma and discrimination and promote
accountability, through a global monitoring system to which
approximately 170 countries reported with indicators on
discrimination, stigma, and community empowerment. UNAIDS
also engaged in global advocacy with other agencies, and
supported countries in eliminating stigma and discrimination,
improving monitoring, laws, legal literacy and access to justice,
raising the awareness of lawmakers, and building the capacity of
health-care workers to improve quality of care. Mr. Martineau
emphasized the importance of empowering communities as
agents of change.
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35.

Milena Osorio, of ICRC, shared information about the ICRC Mental
Health and Psychosocial Support Unit, designed to assist victims
of armed conflict, violence and disasters. ICRC interventions were
implemented in 105 multidisciplinary programmes in 50 countries
and provided a comprehensive package of services in a continuum
of care to eliminate stigmatization and discrimination. She
specified that her unit supported victims of torture, families with
missing relatives, victims of violence and injured persons. It
applied inclusive and multidisciplinary approaches to its work
with the communities and individuals themselves in designing
programmes and providing training to professionals, and holistic
services combining physical and mental health, psychosocial,
social and economic support, and protection.

36.

Kriti Sharma elaborated on investigations conducted by Human
Rights Watch into violations of the rights of persons with
psychosocial disabilities in over 25 countries worldwide. Human
Rights Watch had found that persons with psychosocial
disabilities routinely experienced stigma and discrimination and
often did not enjoy basic human rights. She called for the repeal
of laws and policies that normalized coercion, including practices
of involuntary treatment, electroshock therapy and the use of
restraints. She pointed out that stigma may also be pervasive
among officials responsible for protecting the rights of persons
with psychosocial disabilities, and that even where training was
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provided on rights and mental health, there was commonly resort
to the default response of isolation and force, due to a lack of
understanding of support needs. In order to change the mindsets
of key actors, they needed to witness first-hand the failings of the
current system, but also to become familiar with examples of
good practice across all contexts, including humanitarian
situations. She called for strengthened cooperation between
representative organizations of persons with disabilities and
mainstream civil society, in order to tackle multiple and
intersecting forms of stigma and discrimination.
37.

Peter McGovern shared his experience conducting training for
mental health personnel with the WHO Quality Rights initiative,
which provided a transformative and practical framework
translating the rights-based and recovery-orientated approaches
enshrined in the Convention on the Rights of Persons with
Disabilities into a reality for services and service users. Training
necessarily included representation from all stakeholder groups,
including health professionals and policy advisers, alongside
persons with real-life experience of using services, and entailed
engaging in discussions to identify rights denials in services
through analysis of case studies, and exploring barriers to change
and how to overcome them. The Quality Rights initiative
addressed resistance, engaged participants and built momentum
to support people in a different way. Participants at training
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sessions concurred that rights-based approaches not only
benefited service users but also service providers. Mr. McGovern
stressed that the training was a call to action and a guide to how
everyday changes could take place, and cited demonstrable
changes in attitude to the use of coercive practices in crisis
scenarios and in the respect for the individual’s right to make
decisions for himself or herself after a few days of training. He
concluded that the result of training was a shared ownership of
service improvement plans — which opened up opportunities for
wider culture change promoting a shift towards human rightsbased approaches in mental health support.
38.

During the interactive dialogue, statements were made by
delegates from Australia, the Plurinational State of Bolivia and
Peru, and by representatives of the International Network Toward
Alternatives and Recovery, Mental Health Europe, Disability
Rights International, Salud Mental España, the International
Disability Alliance, the World Network of Users and Survivors of
Psychiatry, Human Rights Watch, Autistic Minority International,
the Hearing Voices Network, the Indonesian Mental Health
Association and the Azienda Sanitaria Universitaria Integrata,
Trieste. The Peruvian delegate explained the Government’s
commitment to broadening the role of community centres in
mental health care, and the Bolivian delegate stressed that its
mental health system also drew on indigenous healing in the
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national health service, integrating both into a holistic system.
The Australian delegate spoke of the compounded discrimination
for marginalized populations, such as indigenous peoples and
lesbian, gay, bisexual, transgender and intersex persons, and
referred to programmes to reduce stigma in health services by
building awareness and knowledge about the impact of health
issues within those communities. Civil society participants called
for the elimination of coercion from mental health services and
for effective legal protection and remedies, keeping rights
holders, persons with psychosocial disabilities, autistic children
and adults at the centre of all initiatives, stressing that their voices
must not be substituted by parents or family members who were
often empowered by the law to restrict their rights (through
forced contraception of women with disabilities under
guardianship). Good practices were noted, which included
precautionary

measures

granted

by

the

Inter-American

Commission on Human Rights to protect the life and integrity of
institutionalized persons with disabilities, leading to the first
orders for their integration back into the community; the
forthcoming international gathering of the International Network
Toward Alternatives and Recovery, in Kenya in 2019, focusing on
dialogue among survivors and users of services, human rights
advocates, psychiatrists and practitioners, to develop nonmedical and non-coercive approaches to replace traditional
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psychiatry; and the work of Mental Health Europe to compile
practices on alternatives to coercion. The International Disability
Alliance warned against the adoption of the draft additional
protocol to the Oviedo Convention and Mental Health Europe
commended the leadership by Portugal against that instrument.
39.

In response, the panellists referred to innovative strategies to
promote a positive image of persons with psychosocial disabilities
within the media, through awareness-raising and training to
combat negative stereotypes and overcome stigma, as well as to
multiply their voices and ensure that they remained at the centre
of all initiatives.

IV. Conclusions and recommendations
40. In closing, the United Nations Deputy High Commissioner for

Human Rights, Kate Gilmore, highlighted the significance of the allencompassing agenda for inclusion at the critical intersection of
human rights, physical and mental integrity and the enjoyment of
mental health. She thanked, in particular, the advocates and activists
and the persons with real-life experience, who were at the forefront
of that transformative process, observing that rights-based change
had always come from the vision of those whose rights had been
denied. It was to them that the work going forward must be held
accountable — to their perspective, views and experience. Ms.
Gilmore underscored that many practices that directly violated the
principles and the intent of rights persisted, such as forced
institutionalization, forced treatment, and criminalization of those
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with mental health conditions; in those instances, the key friend of
rights — the law — was often the key foe. She condemned the
unlawful use of the law to dominate and discriminate, and its
conversion into a threat to the enjoyment of rights. She concluded by
remarking that everyone held the responsibility of knowledge:
change was within reach, it was affordable and it was reasonable,
and she thus called upon all actors to co-design services and work
together to create health-enabling environments.
41. The Special Rapporteur on torture and other cruel, inhuman or

degrading

treatment

or

punishment

made

concrete

recommendations for moving forward. He stressed the pressing need
to abolish legislation that allowed persons with disabilities to be
institutionalized and to ensure regular review of any decision for
institutionalization, including independent monitoring frameworks
by human rights experts, national human rights institutions, national
preventive mechanisms, civil society and international mechanisms.
In addition, States must adopt legislation recognizing the legal
capacity of persons with psychosocial disabilities, linked to
community living and support. Thus States should facilitate
deinstitutionalization by introducing social welfare laws and by the
provision of various forms of support services that should be
available to persons requiring them. He highlighted the crucial need
for guidelines on free and informed consent and the impact of
institutionalization, on treatment, and on living conditions for
persons with psychosocial disabilities. Furthermore, adequate
training and awareness-raising of prison staff was necessary. He
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underscored the imperative of recognizing violence and abuse
perpetrated against persons with disabilities as being a form of
torture or other cruel, inhuman or degrading treatment or
punishment, in order to afford victims and advocates stronger legal
protection for those violations. He concluded by calling for an
inclusive society to end marginalization and discrimination.
42. The Special Rapporteur on the rights of persons with disabilities

highlighted the strong consensus on the urgent need for change in the
area of mental health. The reigning biomedical model had created an
increasing gulf of exclusion of persons with psychosocial disabilities,
leading to the loss of autonomy and independence and to the
entrenchment of forced treatment, violence and forced sterilization.
There was a need for community systems and interventions that were
evidence-based and were respectful of human rights and of the
principle of free and informed consent. She welcomed the growth of
good practices, which confirmed that forced treatment and
institutionalization were damaging and unnecessary. She called for
greater political commitment from States to implement the way
forward by addressing the social determinants of mental health,
inclusive of, and in collaboration with, persons with psychosocial
disabilities, including through housing support groups, respite care,
personal assistance services and other means. The Convention on the
Rights of Persons with Disabilities and the 2030 Agenda for
Sustainable Development provided the opportunity to build a new
narrative based on human rights that fostered inclusion and not
segregation. There could be no sustainable development without
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mental health, and mental health without human rights amounted to
oppression. She called upon the United Nations system to internalize
the urgent need for change, and to foster cooperation across agencies
and cooperation actors. She affirmed that the mental health agenda
could not move forward when it continued to ignore the human
rights of persons with psychosocial disabilities.
43. The Special Rapporteur on the right of everyone to the enjoyment

of the highest attainable standard of physical and mental health
noted that the consultation had demonstrated that there was
agreement on the root causes of the failure of the system, and on the
required actions to address those challenges: eliminating force and
biomedical interventions, which led to violations of human rights and
bred hopelessness for service users and for service providers who
were “forced to use force”. To promote mental health, the individual
should be in healthy and respectful relationships, including between
service providers and users, and forced measures impeded that. He
stressed the need for all stakeholders to work together and
understand that the best way to promote mental health was to fully
integrate the human rights-based approach and foster relationships
in all settings. He concluded by stating that the future was a win-win
situation for everyone — including psychiatrists, who should let go
of the monopoly of power and share responsibility — with stronger
commitment by States, and led by a rising critical mass of
empowered users. 44. In light of the discussions, the following
recommendations were proposed.
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45. States should re-examine the biomedical approach to mental

health, which maintains the imbalance of power between
practitioners and users of mental health services, through a collective
process that includes all stakeholders. Users of mental health
services, persons with mental health conditions and persons with
psychosocial disabilities should play a leading role in developing the
conceptual framework that determines mental health services, and
in their design, delivery and evaluation.
46. States should ensure that all health care and services, including

all mental health care and services, are based on the free and
informed consent of the individual concerned, and that legal
provisions and policies permitting the use of coercion and forced
interventions,

including

involuntary

hospitalization

and

institutionalization, the use of restraints, psychosurgery, forced
medication, and other forced measures aimed at correcting or fixing
an actual or perceived impairment, including those allowing for
consent or authorization by a third party, are repealed. States should
reframe and recognize these practices as constituting torture or other
cruel, inhuman or degrading treatment or punishment and as
amounting to discrimination against users of mental health services,
persons with mental health conditions and persons with psychosocial
disabilities. States should ensure their enjoyment and exercise of
legal capacity on an equal basis with others by repealing laws that
provided for substituted decision-making, and should provide: a
range of voluntary supported decision-making mechanisms,
including peer support, respectful of their individual autonomy, will
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and preferences; safeguards against abuse and undue influence
within support arrangements; and the allocation of resources to
enable and ensure the availability of support.
47. States should implement people-centred and human rights-based

support and services, including on mental health, which are
community-based, participatory and contextually and culturally
respectful and which enable and facilitate participation in society.
These services should be available in the communities where people
live, ensuring that their family and personal networks are not
jeopardized but are promoted and strengthened. States should
evaluate multiple strategies for the implementation of such services,
building partnerships with users, including user-led services, such as
peer support, and should make available accessible services offering
non-coercive spaces, support and respite, including during crisis
situations, for example medication-free spaces.
48. States should strengthen data-collection efforts and undertake

and invest in evidence-based and participatory research, inclusive of
users of these services and of persons with psychosocial disabilities,
in order to: identify the multiple and intersecting forms of
discrimination operating in the context of mental health and evaluate
the impact of services; and design and make available accessible and
affordable non-coercive spaces, support and respite, respectful of the
individual’s free and informed consent. International cooperation
actors should be encouraged to provide funding and technical
assistance to fulfil these efforts, and to refrain from implementing or
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supporting projects or research contravening the Convention on the
Rights of Persons with Disabilities.
49. States should revise and adopt legislation to combat stigma and

discrimination against users of mental health services, persons with
mental health conditions and persons with psychosocial disabilities.
States should implement training programmes, such as the WHO
QualityRights initiative, to build capacity among mental health
professionals, practitioners and policymakers on how to implement
a human rights based and recovery approach in accordance with the
Convention

on

the

Rights

of

Persons

with

Disabilities.

Complementary to this, States should design and implement
information campaigns and programmes to raise community
awareness, in order to eliminate negative stereotypes, labelling,
stigma and discrimination against users of mental health services,
persons with mental health conditions and persons with psychosocial
disabilities, with their central involvement in the design and delivery
across training and awareness-raising programmes.
50. States should ensure that users of mental health services and

persons with psychosocial disabilities have access to justice,
including through maintaining

their

legal

capacity within

proceedings to challenge human rights violations in mental health
contexts, and ensure that redress and reparation is provided for the
individual while addressing systemic change through legal and policy
reform and capacity building.
51. States should design and implement policies and programmes

addressing the underlying determinants of mental health — among
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others, multiple and intersecting forms of discrimination, the right to
social protection, access to housing and water and sanitation, the
right to work, and the right to live independently and be included in
the community.
52. States

should

adopt

immediate

steps

towards

deinstitutionalization, by developing action plans in a participatory
manner, and using the maximum of their available resources,
including through international cooperation. States should recognize
in the law the right to access support services to enable independent
living and inclusion in the community, and ensure that support is
provided and arranged according to the individual’s will and
preferences. Deinstitutionalization plans should incorporate the
development of support services in the community that do not
replicate biomedical or coercive approaches.
Given that, throughout the consultation, participants expressed their concern about the
ongoing process within the Council of Europe to draft an additional protocol to the
Convention for the Protection of Human Rights and Dignity of the Human Being with
regard to the Application of Biology and Medicine (the Oviedo Convention), indicating that
the draft additional protocol on “the protection of human rights and dignity of persons with
mental disorder with regard to involuntary placement and treatment” contradicted the
Convention on the Rights of Persons with Disabilities, member States of the Council of
Europe should evaluate the potential impact of the adoption of this instrument vis-à-vis
their international obligations under the Convention on the Rights of Persons with
Disabilities and other human rights law, specifically regarding the individual’s right to free
and informed consent to treatment within mental health services. All States parties to the
Convention on the Rights of Persons with Disabilities should undertake a review of their
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obligations before adopting legislation or instruments that may contradict their obligations
to uphold the rights of persons with disabilities.
Annex
List of participants
States Members of the Human Rights Council
1. Australia, Brazil, Chile, China, Croatia, Ecuador, Germany, Hungary,

Japan, Mexico, Panama, Peru, Slovakia, Slovenia, Spain, Switzerland,
Togo, Ukraine, United Kingdom of Great Britain and Northern Ireland,
Venezuela (Bolivarian Republic of).
States Members of the United Nations
2. Bolivia (Plurinational State of), Bulgaria, Canada, Colombia, Cyprus,

France, Gabon, Greece, Israel, Italy, Lithuania, Luxemburg, Maldives,
Monaco, New Zealand, Norway, Poland, Portugal, Romania, Thailand,
Turkey.
Intergovernmental organizations
3. European Union (EU), International Committee of the Red Cross

(ICRC), International Labour Organization (ILO), Parliamentary Assembly
of the Council of Europe, United Nations Population Fund (UNFPA),
United Nations Children’s Fund (UNICEF), World Health Organization
(WHO).
Non-governmental organizations in consultative status with the
Economic and Social Council
Special
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4. Association for the Prevention of Torture (APT), CERMI Spanish

Committee of Representatives of People with Disabilities, Disability
Rights International, Du Pain Pour Chaque Enfant, Fundacion Vida —
Grupo Ecologico Verde, International Disability Alliance, Users and
Survivors of Psychiatry in Kenya (USP-K), World Network of Users and
Survivors of Psychiatry (WNUSP).
Other non-governmental organizations
African Disability Forum (ADF), Autistic Minority International,
Akershus University Hospital, Azienda Sanitaria Universitaria Integrata
Trieste — ASUITs, Citizens Commission on Human Rights, Centre for
inclusive Policy, CEPGL, Citizens Commission on Human Rights Europe,
Contrôleur général des lieux de privation de liberté, Indonesian Mental
Health Association, International Network toward Alternatives and
Recovery,
Mental Health Europe, Psycovery, Salud Mental España, SHI Swiss
Health Invest, SupportFundació Tutelar Girona, The Global Campaign
for Mental Health, Transforming Communities for Inclusion Asia,
Universidad de Chile, University of Glasgow, We Shall Overcome.
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ACCEPTING RESPONSIBILITY
This honors project has been a labor of love that is intended to address the systemic
issues in the mental health system. Integral to these issues that I have presented is the idea that
they are only meaningful if professionals and laypeople alike accept responsibility for this
widespread social problem. I have a unique positionality in society in that I was buried alive by a
fictional claim that I had a lifelong mental illness caused by a biochemical imbalance. As one
subject to an oppressive fiction, I have a unique perspective in that I can see many causes that
gave rise to it that others not subject to it may not be able to see. It is for this reason that it is
impossible for me to consider this as a problem localized exclusively to psychiatry, as if this field
exists in a vacuum. I can see that psychiatry serves as a figurative “central axis” around which
other disciplines and ultimately the public orbit. The reasons for such are outside the scope of
this project, but it is safe to say that at this point in history psychiatry exerts the greatest
influence over ideology surrounding so-called mental illness, even if this has not always been
this case throughout history. The other disciplines “orbit” psychiatry because the professional
milieus in those disciplines accept psychiatry’s main claims on the nature of so-called mental
illness. That is, these other disciplines “orbit” the central axis because enough individual
members choose to relax the scientific rigor that permeates nearly every other branch of
science and allow psychiatry to continue to promote fictions as facts.
I had considered focusing the criticisms of this project on psychiatry itself, but then I
believe that not only would I scapegoat the entire profession, but I would also have facilitated
an aspect of the mental health system that I find particularly harmful. This is the dispersal of
responsibility, or in other words, “passing the buck.” Had I chosen to focus my criticism on
psychiatry alone, I would indirectly facilitate the very passing of the buck which took so many
years of my life. In other words, I would make it easy for mental health professionals to avoid
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confronting the material in this project and instead blame psychiatry while continuing to
promote harmful fictions as fact. Psychiatry is certainly one of the biggest contributors to the
problems discussed in this project. However, the problem is not psychiatry itself; rather, the
problem is systemic. I cannot adequately address a systemic problem by focusing on one
discipline. Drawing upon the lessons in Episode 1 on eugenics, the harmful fictions that
permeate society are not the responsibility of one discipline, nor are they the responsibility of
only professionals. Rather, each one of us has a contribution to make to facilitate the ongoing
paradigm shift in the field of mental health. We all have a responsibility to be informed.
For this reason and to assist professionals and laypeople alike in figuring out how to take
responsibility for this systemic issue, I have included on page 172 a transcript of a Grand Rounds
presentation by psychiatrist, Dr. Paul Minot. In his presentation, Dr. Minot takes responsibility
and encourages his colleagues to do the same. He states that he is "asking all of you to step
back from your day-to-day practice of psychiatry, and take a hard look at our shared
profession," despite the discomfort that it might provoke. He points out that "the assumptions
of our shared treatment model" are put into action through "the choices that we’re making
every day." As a result, Minot expresses his belief that " self-examination is demanded of
everyone who belongs to a profession. And if changes need to be made to our model of care, it
would be best if they arose from within our profession” (Minot, 2022). This means not tolerating
unscientific fictions in the professional milieu. What Dr. Minot has done can be done by anyone,
no matter the professional milieu. Indeed, Dr. Minot’s presentation is to an audience of mostly
psychiatrists. This is likely as challenging as it gets. What appears most challenging for Dr. Minot
is not the words coming out of his mouth, but rather finding the courage to say these words.
Yet, at the end of the day, Dr. Minot must rest with his own conscience, not that of a colleague.
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This would require a skill not taught in universities across the country: courage. I hope
that my story inspires audience members to find the courage within them to stand up to bad
science when they see it. I had to do this for nearly 20 years in an environment where the
consequences of doing this were not “stepping on other people’s toes” but rather retaliatory
abuse and even murder. While Dr. Minot’s colleagues may or may not appreciate his brave
presentation, he is using the power and privilege associated with his positionality to call out his
profession and colleagues, which is something that I and other patients could never have
dreamed of without taking serious risks to our safety. I faced the latter and I ask the audience to
merely face the former fate of potentially stepping on other people’s toes. It does require
courage to speak openly like Dr. Minot. However, if the worst thing that you must deal with is
strange looks from colleagues, after nearly 20 years of a nightmare, I can assure you that it has
not been a bad day for you.
All too often solutions for a problem both solve the problem and create new problems
which subsequently must be solved. While science may offer a sound epistemological basis for
investigating objective reality, it has great difficulty in penetrating subjectivity. Hundreds of
years ago, science stepped up to fill an epistemological gap by offering a method that could help
humans to establish consensus truths of the natural world; we refer to this as the scientific
method. And yet, while this sound epistemological basis offered solutions to the epistemological
paradigm present prior to the advent of modern science, it has subsequently created its own set
of problems. In the field of mental health, we have not been so rigorous with the application of
the scientific method. The scientific community has allowed this problem to burgeon to the
point that it is out of any one individual or organization’s control. The solutions to these
problems created by science may not be ideally resolved using science itself. It is at this point
that I offer wisdom to resolve the problems created by science.
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Dr. Minot offers us a workable definition of wisdom. Deriving from experience, wisdom
can be understood as, “The right use or exercise of knowledge; the choice of laudable ends, and
of the best means to accomplish them." (Minot, 2022). Wisdom can help us to “know what we
do not know” and act accordingly. Wisdom can humble us to prevent us from trading long-term
social loss in exchange for short-term personal gain. Wisdom can help us build a solid
foundation of a genuine lasting happiness, which may be at the root of some mental issues that
people experience. Indeed, it is wisdom that informs my slogan born of the abuses I survived,
“The greatest act of rebellion is to be genuinely happy.” If wisdom can be used to survive being
buried alive by a fiction, it can also help to address the epistemological shortcomings present in
our modern mental health system.
My path is that of wisdom. I simply did not have adequate opportunities to pursue
academic knowledge during my lengthy detention. Indeed, higher education is not considered a
right in our legal system; that is, while detained I had no right to access education. This did not
extinguish my thirst for knowledge, so I had to pursue a path that was open to me. Wisdom can
be cultivated through reflection and introspection on one’s own experiences, and this is what I
did for nearly 20 years as it was the only path to valid knowledge that was available to me. I
acknowledge that my understanding of the path forward in this ongoing scientific paradigm shift
is strongly influenced by wisdom. While there is no shortage of solutions that wisdom can offer
to address the systemic issues presented in this project, I also recognize that there are many
talented and dedicated scientists out there who may prefer to focus on their strengths instead
of switching paths. Wisdom is for everyone, but it is not everyone’s strength. For those who
favor science, I offer a unique and intriguing perspective for further review.
Researchers Stijn Debrouwere and Yves Rosseel argue that the problem with scientific
research in the field of human psychology is that researchers often utilize an improper scientific
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tool to produce knowledge on human psychology. The most salient scientific tool is hypothesisdriven deductive reasoning. “When it works, hypothetico-deductive inference is a brilliant
epistemic trick that produces large amounts of information from small amounts of observational
feedstock” (Debrouwere & Rosseel, 2021). This tool is so salient that scientists may overlook an
alternative inductive approach. However, the inductive approach, which involves the extensive
observation and cataloguing of subjects is far more common in the fields of zoology, botany, and
mycology. The bodies of knowledge in these respective fields are no less impressive than those
of any other science, even if an alternative scientific tool is favored.
Furthermore, no matter how promising findings from a hypothetico-deductive
experiment may seem, psychological research retains the problem of effectively translating
findings from the lab into clinical practice. What good is the brain disease model of so-called
mental illness if we can’t convert research that “suggests” that one brain chemical or another is
involved in an apparently pathological process into meaningful improvement in a real person’s
life? Perhaps it is more useful to catalogue all the various manifestations of the human
experience without attaching them to a particular hypothesis at the outset. Once the body of
knowledge has been produced, researchers can then look for noteworthy relationships among
catalogued phenomena. While this may take a substantial effort by the entire interdisciplinary
field, it offers new hope for meaningful scientific progress.
Currently, researchers tend to apply the hypothetico-deductive model and we have
made minimal progress over the course of centuries in arriving at a “proven” hypothesis or even
useful applications of brain science in the clinical setting. The time is ripe for exploring an
alternative scientific method to produce psychological knowledge. “If the hypothesis-driven
approach proves impossible for the kinds of questions that arouse our interest, we must revert
to this older kind of science [the inductive approach], and laboriously collect and analyze what is
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out there” (Debrouwere & Rosseel, 2021). Such an approach would compliment my call to
reframe so-called mental illness as an inherently neutral phenomenon.
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WHERE IS THE WISDOM IN PSYCHIATRY?
This Grand Rounds presentation was given by Dr. Paul Minot at Maine General Medical
Center in Augusta, Maine on 2/24/22. It is presented here as it is published on Dr. Minot’s
website.
I'd like to start by asking you all a few questions. How many of you are aware of the CDC
Suicide Study released in June 2018? Can anyone tell me how many years of suicide cases were
examined in that Study? How did the rate of suicide change in those years? What demographic
group showed the largest change in the rate of suicide?
I’ll be asking all of you to step back from your day-to-day practice of psychiatry, and take
a hard look at our shared profession. My observations and opinions may provoke some
defensiveness–because I’m asking all of us here to reexamine the assumptions of our shared
treatment model, and the choices that we’re making every day. I believe that self-examination is
demanded of everyone who belongs to a profession. And if changes need to be made to our
model of care, it would be best if they arose from within our profession.
Where is the wisdom in our current treatment model of psychiatry? Before we address
that question, we should agree on a definition of “wisdom." Googling the definition yields a
surprisingly broad array of results–more than I’ve ever seen for any single word. I think it might
just be the most ambiguous word in our common language–one of those “I know it when I see
it” kind of things. It can generally be described as the power of discerning and judging properly
what is right, typically gained by having many experiences in life. Or it can be the natural ability
to understand things that most people can’t.
My favorite of the definitions I found was posted online from the 1828 edition of
Webster’s Dictionary: “The right use or exercise of knowledge; the choice of laudable ends, and
of the best means to accomplish them." This definition alludes to the Greek concept of
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“phronesis”, described as: “The ability to figure out what to do, while at the same time knowing
what is worth doing.”
Wisdom is generally regarded to be a mature sort of knowledge that is most commonly
gained from experience–especially if that experience happens to be painful. The Chinese
philosopher Confucius observes: "Do you not see how necessary a world of pains and troubles is
to school an intelligence and make it a soul?"
Or as the 20th century humorist Will Rogers states: "Good judgment comes from
experience, and a lot of that comes from bad judgment."
My own life verifies es that principle. Nowadays my lovely wife Aimee reminds me when
I'm being foolish or self-absorbed--and some of my colleagues may notice as well. But I can
assure you I'm not nearly as self-absorbed, foolish, or judgmental as I was in my younger days.
Two failed marriages, and one disastrous firing from a job I held for over a decade made me
keenly aware of my deficiencies--even if I haven't been able to totally quash them yet.
My principal source of wisdom has been Buddhism, which I've conveniently distilled
down to the Second Noble Truth: "Desire is the cause of all suffering." I've found that life is
indeed more enjoyable if I resist the urge to expect favored outcomes, and instead remind
myself that the world is likely to let me down. But my first exposure to wisdom was through my
father, Stephen Minot, who frequently told me: "Son, some people have experience. Others just
have experiences." Every day of my psychiatric practice validates that observation.
There are other ways to gain wisdom, but experience is the most effective--because it is
often motivated by desperation, and because pain is so instructive. As Confucius states:
"By three methods we may learn wisdom: First, by reflection, which is noblest; second, by
imitation, which is easiest; and third by experience, which is the bitterest."
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Wisdom is the means by which people accommodate themselves to the pain and pitfalls
of the world, and its persistent failure to meet our expectations. The first step in doing so is to
attain humility. As the Persian philosopher Rumi states:
“Yesterday I was clever, so I wanted to change the world. Today I am wise, so I am changing
myself.”
This prerequisite of humility is a common thread. The history of Western philosophy
begins with Socrates–who asserts that the first step in acquiring wisdom is to be aware of our
ignorance, stating that:
“The only true wisdom is in knowing you know nothing….True wisdom comes to each of us
when we realize how little we understand about life, ourselves, and the world around us.”
Socrates asks us not only to accept our ignorance, but to honor it–noting that, “Wonder is the
beginning of wisdom.”
It’s my hope to see psychiatry develop and mature into a more holistic field–one that
can incorporate the ability to dispense wisdom into its treatment model. Patients are often
hospitalized while in the midst of a crisis resulting from overwhelming psychosocial stresses–the
same kind of painful experiences that have the capacity to become teaching moments, opening
our minds to the acquisition of wisdom. It’s my observation that these patients are very likely to
be prescribed one or more medications before they’re discharged, but they are less likely to gain
any practical wisdom from their experience–no examination of the psychological issues that
created their situation, or full consideration of the responses available to the patient.
Instead, patients are told that they have one or more psychiatric diagnoses, each based
on a catalog of intentionally superficial observations–that exist largely to direct and justify our
medication interventions. Little if any effort is given to promoting emotional growth, except in
rehabilitation groups–where pursuit of personal goals are limited by the group environment,
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confidentiality concerns, time constraints, and the heterogeneity of the patient population.
Exploration of personal issues on an individual basis may be limited by a number of factors,
including:
–Time constraints on treatment providers
–The risks of increased patient agitation and/or disruption of patient engagement
–Negative ratings on patient satisfaction surveys
–Lack of training in the appropriate skill set
–Incompatibility with our prevailing treatment model
The last of these is certainly the most troubling. The treatment model of modern
psychiatry has no place for wisdom or emotional growth–because it perceives emotional
dysregulation as pathological, rather than a natural response to distress. It’s also based on a
reductionist view of the brain that negates not only the mind, but also the profound impact of
life experience.
It’s worth noting that the word “crisis” was originally the Greek word for “decision.”
Many hospitalizations are driven by circumstances forcing the patient to make difficult choices,
none of which are particularly desirable. Confronting these issues can be quite provocative, and
many patients will be resistant to doing so. That resistance may thaw after a period of
reflection–but as we all know, many of our patients are not yet in the habit of reflecting.
But before we even consider taking on the job of dispensing wisdom, psychiatry needs
to put its own house in order–and confront the dubious reasoning that underlies our current
model of care. As we all know, psychiatry prides itself on its alleged adherence to science–which
is defined as the study of nature. Psychiatry is defined as the treatment of disorders of thought,
emotion, and behavior. But just how far have we come in understanding the physiology of
thought, emotion, or behavior?
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The answer, as we all should know, is close to nowhere. We have no definitive
knowledge as to how memories are stored, how thoughts are generated, or how emotions are
produced. The reigning model we most often refer to is synaptic plasticity–which was first
proposed in 1949. It has some evidence of being an actual physiological process, but by no
means has it been confirmed as the definitive answer to any of the above questions.
Let’s start at the root of all scientific knowledge–the scientific method. The scientific
method was invented about a thousand years ago by Hasan Ibn al-Haytham–an Arabian scientist
who studied mathematics and physics, and is credited with inventing the field of optics. It's been
described by physicist Jose Wudka as "the best way yet discovered for winnowing the truth from
lies and delusion." I’m sure we all learned the steps of the scientific method in school–but it’s
my opinion that psychiatry could use a refresher course, so bear with me.
The steps of the scientific method are as follows:
1.

Make an observation of a phenomenon.

2.

Frame a question as to why or how this phenomenon is occurring.

3.

Formulate a hypothesis--a testable explanation--to answer that question.

4.

Use the hypothesis to predict outcomes. Formulate deductions (for example, “If this is

so, then this should happen”) that can be evaluated in experimentation.
5.

Test the hypothesis through experimentation and further observation, and modify the

hypothesis in light of the results.
6.

Repeat steps 4 and 5 to refine the hypothesis, until there are no discrepancies between

your hypothesis and the results.
If your experimentation has produced a hypothesis that’s demonstrated its predictive
value, you and other scientists should willfully try to disprove it. A valid hypothesis should stand
up to such testing.

191

Ibn al-Haytham demands that we not be tempted to short-circuit this process of
confirmation for any reason, including money or other worldly gain. As he states:
"Truth is sought for its own sake. And those who are engaged upon the quest for anything for its
own sake are not interested in other things."
These “other things” that we’re not supposed to be interested in include the
justification of our status as physicians, the funding of pharmacological research, the marketing
of pharmaceutical products, and billing for hospital services. The vast majority of psychiatric
research is not spent in pursuit of scientific knowledge–a greater understanding of our nature,
such as brain physiology. Instead, it is spent on technology –the application of existing scientific
knowledge for practical purposes, like the development of new medications. In psychiatric
research, the ratio of financial interest vs. hard scientific knowledge is overwhelming.
Ibn al-Haytham also calls for the persistent application of skepticism to all hypotheses until they
are overwhelmingly confirmed to be true, stating:
"The duty of the man who investigates the writings of scientists, if learning the truth is his goal,
is to make himself an enemy of all that he reads, and to attack it from every side. He should also
suspect himself as he performs his critical examination of it, so that he may avoid falling into
either prejudice or leniency."
As we can see, the scientific method and wisdom both insist that the highest priority of all is to
know what we do not know.
We may not notice or acknowledge it, but we are in the business of fixing people’s lives.
In order to properly do this job, we should have a profound understanding of just how
complicated any person’s life is. Consider your own life–all the events and relationships that
contributed to your growth, caused you pleasure or pain from your youth, and your adulthood;
all the experiences that have made you the person you are, some of which are not even fresh in
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our memory. It would take another lifetime to recount your lifetime–and it would still be
incomplete.
The same is true of any patient that we are treating. If we were to exercise wisdom in
our practice of psychiatry, it would start with acknowledgement of this fundamental ignorance,
and embracing the humility that should accompany it. Even in the face of hostile or
manipulative behavior, in my practice and in my own life, I try to summon up some sympathy
for the other– by taking stock of all the life events that could have made that person who they
are. It doesn’t necessarily make me like them, but it does help me to maintain a therapeutic
attitude.
The current model of psychiatric care doesn’t allow for such subtleties. We’re not
expected to take stock of people’s lives or complexities–all of that is reduced to diagnoses that
are simplistic by design and devoid of nuance, driven by checklists rather than understanding.
Let’s acknowledge the truth of modern psychiatric diagnosis. It's an idiot-resistant model that is
obviously designed not to promote the understanding of patients, but to facilitate the
prescription of medications. It also has administrative advantages, greatly simplifying the
process of defining standards of psychiatric care.
If anyone is feeling hurt or offended by these observations, please note that this is not
directed at anyone in this room. All of us, myself included, are required to work within the
system as it exists–in order to do the job that we enjoy, and provide care to the patients that we
serve. As long as we look like we're prescribing the right medications, then on paper we're doing
our jobs. But the practice of medicine ultimately answers to a higher moral authority than the
Joint Commission, an insurance company, or a state medical licensing board.
The phrase “Primum non nocere”--”First, do no harm”--is commonly attributed to
Hippocrates as part of his physician’s oath, but is actually a Latin paraphrase of his ideals. It's
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commonly interpreted in modern days as “If you cannot do good, then at least do no harm."
Touted as the guiding principle in modern medicine, it calls for discretion in initiating medical
treatment, with due consideration of potential risks–with the same presumption of ignorance
and humility that guide both wisdom and the scientific method.
When I was a psychiatric resident, the prescription of antidepressants was limited only
to severely depressed patients, due to the side effects and potential lethality of the only
antidepressant agents that were available then–tricyclic antidepressants, and MAO inhibitors.
Tricyclics were much more commonly used despite their lethality–because of the dietary and
medication restrictions that MAOIs required.
In my early years of community mental health practice I encountered a phenomenon
that I dubbed “the tricyclic cycle”: The patient is prescribed a tricyclic antidepressant, quits it
because of dry mouth or other side effects, becomes depressed, overdoses on the bottle of
leftover medication in their medicine cabinet, and is admitted to the ICU–where I then see them
in consultation for readmission to the psychiatric unit, where they were restarted on a tricyclic
antidepressant.
In January 1988, the introduction of a literally generational drug –Prozac– ushered in
the modern era of antidepressant medication. A good friend of mine from medical school and
residency was in private practice in Austin. Because his patients had private insurance, he had
access to Prozac before I did, and after a few months he prophetically told me: “Paul, it’s the
first antidepressant that I would take!” Its popularity soon exploded with the publication of a
bestselling book, Dr. Peter Kramer’s Listening to Prozac, which introduced the concept of
“cosmetic psychopharmacology”--the use of psychoactive substances to treat conditions that
were at the time regarded to be either normal, or subclinical variants. Psychiatry hasn’t been
the same since.
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The concept of “cosmetic psychopharmacology” expanded with the introduction of
anticonvulsant agents. These were safer medications to prescribe than lithium–and more broadranged in their efficacy, since anticonvulsants by definition have the generalized capacity to
suppress neuronal hyperexcitability. This led to a broader definition of what constituted
“treatable” mood instability. Soon afterward came the arrival of “atypical” or “second
generation” antipsychotics, which greatly improved the tolerability of medications used to treat
psychosis. These new medications were so well tolerated that they were eventually used to
treat diagnoses never dreamed of with their predecessors.
The result has been the virtual elimination of psychotherapy as a primary treatment for
any degree of depression, anxiety, or mood instability. In my training we were taught that our
feelings were trying to tell us something that we needed to understand and address. In my
lifetime I’ve been through at least two episodes of major depression, one of them accompanied
by severe obsessive-compulsive symptoms. Both of them were precipitated by my own foolish
choices in life– and both of them eventually resolved without medication. I’ve come to
recognize that choices have consequences–some of them experienced as physiological.
Fortunately, I was a psychiatrist with psychoanalytic training, and I frankly grew from the
experience thereof.
This expansion of modern antidepressants and other psychoactive medications into the
marketplace has occurred on the assumption that these medications are relatively harmless. I
am greatly appreciative of their non-lethality. Thanks to Prozac and its progeny, I no longer have
to feel like I’m writing a monthly prescription for a loaded gun. There’s no arguing with the fact
that these modern medications are safer, more tolerable, and thus more effective than the old
ones were. But wisdom demands that we look at the larger picture–and that picture isn’t pretty.
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In 2013, an estimated 40 million Americans—16.7% of the adult population— filled one
or more prescriptions for psychiatric medications.¹ 12% of adults were on antidepressants, 8.3%
on anxiolytic or sedative medications, and 1.6 % on antipsychotic agents.
In 2018, 15.5 million Americans had been taking antidepressant medications
continuously for at least five years.² This rate had almost doubled since 2010, and more than
tripled since 2000. Nearly 25 million adults have been on antidepressants for at least two years,
a 60 percent increase since 2010. With such a vast increase of people in psychiatric treatment, it
would be logical to assume there would be evidence of significantly improved psychiatric
health….right?
June 2018 saw the release of a landmark study by the Center for Disease Control
examining all the suicides that occurred in the United States from 1999 to 2016. Their most
significant finding was the fact that over this 17-year span, suicide rates in the United States
rose by 30%--from 10.4 per 100,000 people in the year 2000, to 13.5 per 100,000 in 2016. The
rate increased on average approximately 1% per year from 1999 to 2006 and by 2% per year
from 2006 through 2016.
Men have historically been more prone to suicide than women, and in 2016 the suicide
rate for males was 3.7 times the rate for females. However, from 1999 to 2016 the suicide rate
among men increased by 21%--while the suicide rate among women increased by nearly 50%.
There was a shocking 70% increase in suicide for girls age 10-19, especially those age 10- 14.
Follow up statistics from 2017 and 2018 revealed that the rate of suicide continued to
grow by about 2% a year–confirming a 35% increase in the suicide rate from 1999 to 2018, from
10.5 to 14.2 deaths per 100,000.³ Almost twice as many children were hospitalized in 2015 for
suicidal thought or behavior than there were in 2008. Suicide has become the second leading
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cause of death among those age 10 to 34, and the fourth leading cause of death for those age
35 to 54.
Prozac was introduced to the market in 1988–and over the next 20 years, the
proportion of Americans on disability for psychiatric illness more than doubled. From 1996 to
2007, the proportion of children on disability benefits more than doubled. In contrast, the
proportion of Americans on disability for non-psychiatric diagnoses decreased over the same
time period.
If we have better treatments for psychiatric illness, then why are we having increased
mortality and increased disability? I believe part of the answer is expressed in a riddle:
How does psychiatry radically differ from all other medical specialties?
If you diagnose someone with liver disease, it has absolutely no effect on their hepatic function.
Diagnosing someone with a psychiatric disorder is not as benign as we think it is. Giving a
diagnosis of major depression to a 50 year-old man with a strenuous, unrewarding job might
sound like the promise of a disability check. Giving a diagnosis of bipolar disorder to a 15 yearold girl might just sound like a death sentence–especially if the prescribed medication doesn’t
relieve her misery. Enough of these instances, and you’ve explained a lot of the above findings.
So, what has been the response of psychiatry at large to these alarming statistics? After
the release of the CDC Suicide Study in June 2018, the President of the APA, Dr. Altha Stewart,
tersely announced: “People should know that suicide is preventable. Anyone contemplating
suicide should know that help is available, and that there is no shame in seeking healthcare.” In
an interview for Psychiatric News, the past President of the APA, Dr. Maria Oquendo, called for
measures to secure handguns to reduce their availability for those at risk, adding that providers
should be “vigilant” in assessing suicide risk, and “proactive” in preventing recurrent psychiatric
episodes in known patients.
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Frankly, my perception is that psychiatry has always been vigilant and proactive
regarding suicide risk. Ironically, Dr. Oquendo was at the time engaged in research using PET
scans and MRIs to map brain abnormalities in mood disorders and suicidal behavior, to
“examine the underlying biology of suicidal behavior.” Did she happen to notice that that there
was an ongoing epidemic of brain abnormalities?
In the nearly four years since the CDC Study was released, psychiatry has yet to address
this epidemiological disaster, much less acknowledge any possible contribution to it. In my social
media activities on Twitter, I’ve engaged in lively discourse about the Study with some high
profile advocates of biological psychiatry–-who glibly attributed the increase in suicide to
“psychosocial factors”, never noticing that this alibi undermines the logic of their own treatment
model. Haven't they reviewed Dr. Oquendo's research? So much for the wisdom of psychiatry at
large.
Our pathetic non-response to this Study speaks volumes about the ethical cowardice of
our profession. Psychiatry at large is obviously trying very hard to preserve its pride as a
profession, and avoid the humiliation of admitting that we may have been heading down the
wrong track for decades. The trouble with pride is that it is antithetical to wisdom–which, as we
all should know by now, begins with humility. As does science. And as does the Hippocratic
Oath–which mandates that above all, we should DO NO HARM. The health of our patients
should be placed above our own reputation, above our intellectual comfort, and above our
financial wellbeing.
Psychiatry has abandoned its designated mission of treating the psyche–defined as the
human mind, soul, or spirit–and now seems to deny its existence. This study calls for us to quit
banking on these medications, and to instead acknowledge the fact that pain is a natural
consequence of life–and that much of it is instructive for personal growth. Falling back on a
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cheat sheet of diagnoses that are in fact formulated with the generous assistance of
pharmaceutical interests is an inadequate substitute for an actual understanding of what a
person is going through, and why they are going through it. In such circumstances medications
can at best provide relief–but at the risk of promoting dependence, undermining patient selfconfidence, and enabling the avoidance of more definitive solutions.
The clearest example of this is the prescription of antidepressants for patients who are
withdrawing from alcohol. Most of the time this happens when the patient is hospitalized for
detoxification, which is often driven by the painful circumstances of their chemical dependence–
such as legal problems, the alienation of loved ones, or financial ruin. Conventional wisdom
holds that motivation for sobriety occurs when the addict hits “rock bottom”--a threshold of
consequent misery that is harsh enough to motivate the wholesale changes in life that sobriety
demands. In such cases psychic pain is not biological, but reality-based–and not only instructive,
but motivational in prodding the patient toward sobriety. Do we want antidepressants to soften
the blow in such times–so that they feel less regret about their OUIs and/or impending divorce?
Isn’t depression in such cases therapeutic, in the larger view of care?
There’s a budding movement in psychology nowadays built around the idea of
resilience–examining the personal qualities that enable some people to be set back by
adversities of life, and then come back strong–and how this quality can be cultivated. And
there's already another established template for the incorporation of wisdom in modern
practice–dialectic behavioral therapy, or DBT, which explicitly pursues the therapeutic goal of
establishing Wise Mind. Such approaches confirm that the cure for some psychiatric disorders
may already be within us–by accepting the world as it is, and pursuing change within ourselves. I
think psychiatry has a lot to learn, but simply doesn’t want to learn it.

199

Why wouldn’t we want to learn it? Why hasn’t the APA addressed the haunting
questions raised by the CDC Suicide Study? I think we all know the answer: Because it would be
bad for business. Over the thirty-four years since Prozac was introduced, countless billions of
dollars have been made by the pharmaceutical industry selling products–to people who’ve come
to rely upon these medications to maintain their peace of mind. Meanwhile, billions of dollars
have been given to the institutions of academic psychiatry to provide research supporting the
approval and marketing of their products–the same institutions that train the professionals who
will prescribe them.
Psychiatric providers might now see themselves as wedded to medication-oriented
practice. But in fact, most prescriptions for psychiatric medications are written by primary care
providers, not psychiatric providers. With a deeper understanding of life challenges, and an
eclectic array of interventions, a wisdom-oriented psychiatric practice could enable our
profession to affirm our expertise, and properly address the dualistic nature of psychiatric
disorders. A multidisciplinary group operating in tandem might be the most efficient way to
provide such care.
Such a solution can be dismissed today as a pipe dream. But the statistics I’ve cited
make it clear that our current system is first and foremost a business that is based on selling a
pipe dream–the idea that medications alone are enough to make our patients happy, and keep
our patients alive. I’m not here to sell a solution–that’s well above my paygrade. But I think the
failings of our profession are crystal clear–we aren’t saving lives, and we aren’t promoting
health. The first step to any solution is to acknowledge the problem. The APA won’t do so, and
our academic centers are dragging their heels. So I’m taking it to the street–which nowadays is
known as the internet.
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The more immediate solution for all of us is to reconsider this biological framework that
we apply to our patients–to contemplate the depth of real-life problems that our patients face,
and to reconsider whether their feelings are actually pathological. For example, suppose a
patient is depressed because their mother recently died, and makes it clear that they want
those feelings to stop. You might want to reframe those feelings, noting that grief is in fact an
acknowledgement of the love they have for their mother–and wouldn’t it be awful if we didn’t
feel anything? You might share your own experience of losing a loved one. As we all know,
misery loves company. It’s a balancing act–being selectively unguarded, even matter-of- fact,
yet maintaining the boundaries that are necessary and appropriate. Some patients, however,
will inevitably reject your efforts–because the sick role has become their hiding place.
If you pursue this framework further, you might discover that there are other ways that
you can provide assistance to patients. You can listen to the family problems that are
contributing to the clinical picture, and cautiously offer advice on how to reframe or resolve
those issues–if you have some personal experience to draw upon, or some good ideas to
consider. Even failed efforts can be gainful, if the patient appreciates your concern and
understanding, and in the end feels more validated and less alone. Anything that might provide
direction to a person who feels lost. The key, of course, is to make sure that you are attending to
their emotional agenda–and not your own.
My hope is that psychiatry will eventually embrace our ignorance, rediscover wisdom,
and honor the mystery that is our amazing brain-mind. A large dose of humility would be good
for us, and even better for our patients. If you step outside of our Big Pharma-funded universe,
even a casual review of the available literature confirms that wisdom has a long history of
demonstrating its efficacy in alleviating anxiety, depression, and mood instability.
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I will conclude with the most complete distillation of humanity’s dilemma that I’ve found–a
quote from Socrates that seems to me particularly applicable to psychiatric practice:
“If you don't get what you want, you suffer; if you get what you don't want, you suffer; even
when you get exactly what you want, you still suffer because you can't hold on to it forever.
Your mind is your predicament. It wants to be free of change. Free of pain, free of the
obligations of life and death. But change is law, and no amount of pretending will alter that
reality.”
Thank you for your time, and your attention.
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RESPONSE TO INTERACTIVE LEARNING COMPONENT
May 1, 2022
Dear Readers,
I first met Sean Gunderson in late 2020, when he contacted me about enrolling in my
course on the history of disability at Northeastern Illinois University. My course often attracts
students who have personal experience of disability, and many students choose to speak frankly
about their experiences with anxiety, depression, and other conditions typically included under
the heading of "mental illness" in our contemporary culture. As an Honors student at NEIU, Sean
was more deeply and critically engaged in the class than the typical student. Throughout the
semester, we met one-on-one to discuss the critical theories that form the foundation of
Disability Studies and to plan his research project for the course, a 30-page research paper on
the biochemical imbalance narrative in psychiatry. Gradually, Sean shared with me aspects of his
own personal experience with involuntary psychiatrization. Later I learned that Sean was, at that
point, on conditional release after seventeen years of detention in a forensic mental health
facility. Only in April 2021, as Sean was finishing his research paper, did his court battle come to
an end, and he secured his unconditional freedom from involuntary confinement and treatment.
It was largely after Sean's unconditional release that he seemed to feel freer to share the
personal insights, incisive critiques, and history of trauma that paralleled his academic research
on this same topic. When Sean began planning his honors thesis project later that year, he asked
me to chair his thesis committee for a podcast series project that would expand on his previous
research.
As we spent more time talking about Sean's research, it became clear to me that his
project would not only be a labor of intellectual passion, but one of urgent human rights
activism, deep personal significance, and perhaps even existential purpose. Sean was laying the
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groundwork for a future career, one that could reforge his trauma into a tool for change. His
ongoing publications at Mad in America make clear that his research-based podcast series
constitutes only part of a wider activist agenda. Sean is one of many survivors of forced
psychiatrization, such as members of the Mad Pride movement and the c/s/x movements
(consumer/survivor/ex-patient), whose hard-fought activism has brought disability justice
concerns to the awareness of the public for the last sixty years. Yet, this very genealogy of
Sean's project underscores a troubling question that he raises in his podcast series: Why, after
decades of revelations by survivors about human rights abuses in mental health facilities, does
contemporary U.S. society struggle to enact meaningful change? Sean's focus on the underlying
paradigms of mental health discourse—most notably the biochemical imbalance thesis—help
clarify how and why flawed reasoning remains entrenched.
Sean and I began meeting about his year-long Honors project only four months after his
legal victory from the forensic mental health system. I was struck by Sean's openness and radical
vulnerability during our talks. After securing his hard-won freedom, Sean chose to share with me
the story of his two decades of confinement, torture, and forced medication. I am deeply
grateful to Sean, and to other outspoken survivors, who choose to share the trauma they've
endured. As the title of his project warns, discomfort was inevitable for someone like me who
has sane privilege. I learned to see that privilege and I acquired much needed practice with
accepting discomfort as an opportunity for self-examination. From my own perspective as a
researcher and instructor in Disability Studies, working with Sean brought something radically
different to my experience. It became much clearer to me that my experience of mental
disability and sanism (that is, discrimination against the so-called "mentally ill" due to presumed
inferiority or deviation from the social norm) had been comfortably distant and abstract. I have
sane privilege, meaning that I live my life shielded from the experience of others questioning my
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mental fitness, autonomy, civil rights, and decision-making authority, nor have I lost privileges,
opportunities, or basic freedoms based on such judgements about my sanity. My research,
which focuses on historical guardianship and incompetency hearings, exposes me to the rough
contours of how sanism, institutionalization, and forced psychiatrization have affected my
research subjects—but for me, such insights will always be proximate and incomplete, mediated
by my sanist privilege. Working with Sean on his semester project and later on his honors thesis
made me more acutely aware of the inequity between us and gave me a rare opportunity to
learn from his experience.
I also became more aware of the additional status I enjoyed as someone who had
trained and acquired the experience to navigate academic circles and speak the (often
exclusionary) language of scholars. Sean—one of the most confident, eloquent, and wellinformed individuals I have met—had been denied the opportunity to access the world of
research and academic standards for over a decade. This is something that should have been
obvious to me when I first learned how long he had been confined, but it only truly sank in when
Sean pointed out that until he was conditionally released, his confinement denied him access to
the type of college education that our society celebrates as the main pathway to future success.
Yet, as his written work and podcast project attest, Sean had clearly learned the language, style
of argumentation, and research methods that are prized in academia. He explained that he had
learned these skills as a survival mechanism to combat myths about mental illness during his
confinement. During our time working together, we used the words of Mel Baggs, a nonverbal
autistic activist, to make sense of this power differential that sanism and institutionalization
creates. In their video essay, "In My Language," Baggs explains that neurotypical people only
take seriously the thinking and communication of nonverbal people "if we learn your language.
[...] [F]ailure to learn your language is seen as a deficit, but failure to learn my language is seen
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as so natural..." Baggs urges viewers to respect the ways of thinking, communicating, and
interacting of all people, rather than privileging those who can closest resemble normative
behavior, thereby disregarding the personhood and intelligence of those who fail to conform.
Like Baggs, Sean has learned to speak the language and play by the rules of academia,
something that academics have only comparatively recently begun to reciprocate for psychiatric
survivors. As Mad and survivor activists have pointed out, academic culture can exclude the very
people who are most informed and experienced about the inside workings of sanism and mental
health. Working with Sean this past year has been an opportunity for self-examination, not only
to reflect on my own internalized ableist norms, but also on the power dynamics, constructed
norms, and inaccessibility of the institutions I inhabit. This was a particularly important
experience for me, given the crucial theme in Sean's work of collective accountability for the
shared norms that dictate our common institutional cultures.
Sincerely,

Ashley Elrod, PhD, Assistant Professor
Department of History
Northeastern Illinois University
5500 N. St. Louis Ave
Chicago, IL 60625-4699
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